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PRESENT STATUS AND FUTURE NEEDS OF PSYCHIATRIC FACILITIES 
IN GENERAL HOSPITALS IN THE UNITED STATES AND CANADA * 


A. E. BENNETT, M.D., EUGENE A. HARGROVE, M.D., anp BERNICE ENGLE, M. A. 
Berkeley, Calif. 


The purpose of this paper is to report on 
the first comprehensive survey of psychiatry 
in general hospitals in the United States and 
Canada. This study includes present psychi- 
atric facilities, personnel and training pro- 
grams, medical school use for teaching, vol- 
untary health insurance coverage of psychi- 
atric disorders, and future plans and urgent 
needs. 

Partial surveys in this field have been made 
by various organizations, notably the Ameri- 
can Hospital, American Medical and Ameri- 
can Psychiatric Associations, the U.S.P.H.S., 
and one or two individuals. Ours is the first 
extensive study of existing psychiatric serv- 
ices in general hospitals(1). A survey has 
long been needed, both to emphasize the im- 
portant functions of psychiatry in general 
hospitals and to provide basic information 
regarding installation and successful main- 
tenance of psychiatric units. 

In our case, requests for information and 
advice have been numerous. One of us 
(AEB) has organized and headed 4 psychi- 
atric units in general hospitals and has re- 
ported widely this pioneer work(2). The 
many requests for general and specific infor- 
mation could not always be easily answered. 
A typical inquiry is one from South Dakota: 
“We may establish a psychiatric unit in one 
of the hospitals in the Black Hills. We will 
appreciate any information you can provide, 
to accomplish this.” A Connecticut superin- 
tendent asked: ‘Would a unit of 10-20% of 
total hospital beds be self-sustaining or be 
an added financial burden?” Explaining his 
interest in the survey results, an Illinois hos- 
pital director commented: “Our staff has 
given a psychiatric unit no consideration, and 
this survey might show the need.” 

Since its first showing at the 1950 A.M.A. 
meeting in San Francisco, our survey has 
been further supplemented and completed. 

1 Read in the Section on Private Practice at the 
to7th annual meeting of The American Psychiatric 
Association, Cincinnati, Ohio, May 7-11, 1951. 


Much new information is now available for 
general use. Later we hope to assemble the 


material for publication in monograph or 
book form. 


Method 


Every general hospital reported to have 
any kind of psychiatric unit or beds was can- 
vassed for full details. Other registered gen- 
eral hospitals with 75 or more beds were 
queried once for general information. Var- 
ious members of official hospital, medical, 
psychiatric, and mental health associations 
kindly aided us and credit has been acknowl- 
edged. Appropriate queries were sent to 
medical schools and voluntary health insur- 
ance plans. 


Data on General Hospital Services 


The 3-year survey shows existing and 
planned psychiatric facilities in United States 
and Canadian general hospitals, both private 
and governmental. Of the 328 United States 
general hospitals reported to offer psychiatric 
service, however limited, information was ob- 
tained on 317 (97%). These were classified 
into 5 divisions, as follows: 

CLASS I—at least 15-bed unit, full service 

II—partial service 

Il1I—mainly diagnosis, detention 

1V—unit under construction; or unit 
complete but lacking personnel 

V—all classes planning expansion 


The 279 United States hospitals in Classes 
I and II have 23,028 psychiatric beds of a 
total 162,979 beds, that is, 14% ; and 24 of 
the Classes I to III hospitals are expanding 
facilities. The over-all figures, however, are 
not encouraging. Of 574,683 total beds, the 
4,761 United States general hospitals provide 
only 24,000 psychiatric beds ; that is, only 4% 
of all general hospital beds are psychiatric. 
These beds accommodate only 1% of all 
mental patients, according to U.S.P.H.S. es- 
timates. A strange situation, when emotional 
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disturbances account for at least 25% of all 
admissions to general hospitals, and mentally 
ill patients actually fill more than half of all 
hospital beds. 

It is significant that over 60% of general 
hospitals with psychiatric services are gov- 
ernmental, while less than 40% are private. 
Private general hospitals have thus evaded 
their duty in adequate patient care while gov- 
ernmental hospitals by their nature have been 
forced at least to accept these patients. The 
21 Canadian general hospitals in Classes I 
and II have 509 psychiatric beds of a total 
of 12,346, or 4%; 9 of these are planning 
expansion. 


HOSPITALS 


interested in architectural and other technical 
features can refer to the U.S.P.HL.S. leaflets 
(3) on unit plans and to Paul Haun’s book 
(4). Both from wide personal experience 
and first-hand acquaintance with successful 
units we have found that an adequate 25-bed 
psychiatric department can be housed in an 
ordinary hospital wing without prohibitive 
costs for remodeling. 
women 


Sections for men and 
separate. Semiprivate 
rooms and small wards, better than private 


need not be 


Some 
space is essential for day rooms, dining, occu- 


rooms, facilitate group adjustments. 


pational, and recreational areas, with special 
interview, treatment, nursing, and laboratory 


TABLE 1 


GENERAL Hospirats CLASSIFIED 


UNITED STATES 


(317 of some 328 general hospitals, 97%, 


CLASS I: 
Il: 73—partial service 
Ill: 


38—mainly detention 


Totals 


205—at least 15-bed unit, full service... 


As To Psycutarric SERVICES 


with psychiatric services ) 


IV: 24—under construction, not open 
V: g8—all classes planning expansion 


CANADA 


II: 6—some service ............ 


Of the 1,600 United States general hos- 
pitals without psychiatric service 1,000 
(60% ) replied; an excellent proportion to a 
single mailing of the questionnaire. Of these 
a third may admit psychiatric patients briefly 
for emergency or speedy diagnosis, and a 
sixth may, under special conditions, give 
some treatment in mild cases. Of the 7,000 
hospitals, 400 reported outpatient psychi- 
atric clinics or psychiatric consultation serv- 
ice. At least half of the 1,000, however, offer 
no service of any kind and never admit a 
known psychiatric patient. 

Of 175 Canadian general hospitals without 
psychiatric beds, 60 (34%) replied. While 
42 may admit psychiatric patients briefly, 18 
never admit these patients. 

Our survey does not describe in detail the 
physical facilities of psychiatric units. Those 


No Psych 

beds beds 
VECT 139,555 20,950 

12,340 509 


rooms, One soundproof, air-conditioned se- 
clusion room is needed for every 15 to 20 
patients. A combination of open and closed 
departments with areas for daytime patients 
is an ideal arrangement. This 25-bed depart- 
ment headed by a psychiatric nurse super- 
visor can function with such minimum per- 
sonnel as one graduate psychiatric nurse, an 
assistant nurse or 2 senior student nurses, 
and 2 aides (a male and female) for each 
8-hour shift. Other needed personnel are an 
occupational and recreational therapist along 
with a part-time psychologist and a psychi- 
atric social worker. Two psychiatric resi- 
dents and one interne assist the psychiatrists 
and receive their graduate training. Proof 
that 20- or 25-bed units operate profitably is 
our first 3 years’ experience at Herrick Me- 
morial Hospital in Berkeley, California. 


The 
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remodeling cost for the psychiatric section 
was $35,000. At the end of 3 years the 24- 
bed unit is being expanded to 30 beds; re- 
modeling costs have been returned and a 
substantial profit shown in addition. 

Important as physical facilities are, they 
are secondary to adequate, well-trained per- 
sonnel. A closely knit, cooperative, trained 
staff can compensate for imperfect physical 
plants. Obtaining competent personnel is of 
major importance in operating a psychiatric 
department. For example, 14 psychiatric 
units now physically ready are unable to 
function because of lack of personnel and 10 
units are operating with woefully inadequate 
personnel. 

A Louisiana hospital has only one full-time 
and one attending psychiatrist, 4 psychiatric 
nurses, no residents or interns to cover 72 
psychiatric beds. Some of this shortage is 
due to requirements of the armed forces but 
part is due to deficient training programs. 
With little added expense existing programs 
can double the number of trained personnel. 
At present 309 of the 317 general hospitals 
are training 664 psychiatric residents and 
2,066 psychiatric nurses. Only 40 general 
hospitals affiliated with medical schools, how- 
ever, train residents and psychiatric nurses. 
Of the total 7,483 internships only 173 pro- 
vide rotation through psychiatric depart- 
ments. 

The 21 Canadian general hospitals were 
training 17 psychiatric residents ; only 4 gen- 
eral hospitals with medical schools have 
training programs for psychiatric residents 
and nurses. 

Evaluation of the psychiatric unit in a gen- 
eral hospital was requested from administra- 
tors. Some believe psychiatric departments 
undesirable because of the problem of dis- 
turbed patients ; one administrator expressed 
fear that “suicidal and homicidal dangers are 
always imminent and noisy patients are the 
cause of complaints.” Others objected to 
tie-up of beds by patients found to need pro- 
tracted care or observation, or begrudged 
beds to the mentally ill that could be used for 
medical or surgical patients. Some surmised 
that psychiatric departments would not pay 
their way. However, the great majority of 
those with experience stressed the great ad- 
vantages. Representative is the comment of 


a Californian administrator, “Our psychi- 
atric department is performing a distinct 
service in the hospital and in the community. 
Every department in the entire hospital, in- 
cluding the nursing staff, has become more 
aware of psychiatric problems. The depart- 
ment always runs at capacity and has more 
than paid its cost of operation.” A Florida 
hospital director wrote: “This is the first 
such unit in central Florida and at last pro- 
vides a place to care for psychotic patients 
who otherwise have to be put in the county 
jail.” 


TABLE 2 


PERSONNEL OF GENERAL HOSPITALS WITH 
PsyYCHIATRIC FACILITIES 


UNITED STATES (317 hospitals) 


Full-time psychiatrists ............ 539 
Part-time psychiatrists ............ 1,421 
Psychiatric residents ...........<. 664 
2,006 
CANADA (at hospitals) 
Full-time psychiatrists ............ 20 
Part-time psychiatrists ............ 77 
Psychiatric nurses .......... Seer 126 


Medical School Use of General Hospital 
Psychiatry 


The use of general hospitals for teaching 
psychiatry in medical schools was also 
studied. 

Increasing appreciation of the role of emo- 
tional factors in many illnesses has made the 
general hospital the proper, necessary place 
in which to teach psychiatry and conduct re- 
search. Here medical students, young doc- 
tors, and nurses see psychiatry in its proper 
perspective, as they learn the importance of 
emotions in causing or contributing to many 
illnesses besides the frank psychoneurotic or 
psychotic disorders. Mistakes in handling 
these problems and expensive delays cost 
patients time, money, and organs. Errors are 
common enough to gravely discredit medical 
acumen, and their fundamental cause is fail- 
ure to emphasize psychiatric aspects in medi- 
cal education. It is not rare since World 
War II to find medical students with a better 
psychiatric background than some faculty 
members have. These students appreciate 
emotional illnesses and causative emotional 
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factors that the staff physician has over- 
looked. Greater use of general hospitals by 
medical schools for teaching psychiatry is a 
step in the right direction. Specifically, of 
73 four-year medical schools in United 


TABLE 3 


Mepicat Scnoo. Psycuiatric Epvucation 
Use of General Hospitals for Teaching Psychiatry 


Of 73 four-year schools: 52 have general hospital 


psychiatry 
17 have none 
4 no reply 
Years in which Psychiatry Taught to Undergrad- 
uates 
and and 4th or 2nd and jrd.......... 3 . 
Other Departments used in Teaching 
Psychiatry 
Medicine plus 1 or more departments 25 “i 
No other departments used .......... 


Postgraduate Training 
Only 4 of medical schools have accredited pro- 
grams for residents and nurses. 
Undergraduate Training 
2} of medical schools use ward walks, seminars, 
and case presentation as teaching methods. 
Treatment 


7 or 49 medical schools—full psychiatric 
ment service 


treat- 


4 or 17 —partial treatment serv- 
ice 

ro or 67 sd _—outpatient clinics 

2 " —¢consultant service only 


Research 
Only 42 medical schools have a psychiatric re- 
search program. 
} medical schools using general hospital psychia- 
try have research projects. 


States, 52 use general hospitals for psychi- 
atric teaching, training, and research, 17 do 
not, and 4 did not reply. Of the 52 schools, 
49 have full psychiatric treatment service in 
general hospitals, 23 have accredited training 
programs for residents and nurses, and 42 
have research projects. The general hospital 
is fitted variously into the teaching program 


by way of seminars, ward walks, and indi- 
vidual Only 9 schools used all 
clinical departments for teaching psychiatry 
to medical students. Half the schools stressed 
psychiatric aspects of pediatric, obstetric, 
gynecologic, and surgical patients, and three- 
fourths integrated psychiatry into 
medicine. 


teaching. 


internal 
Two medical schools, Duke, for 
example, include special study of geriatric 
problems within general hospital psychiatry. 
Of 10 four-year Canadian medical schools 
7 use general hospitals for teaching psychia- 
try, 2 do not, and 1 did not reply. Of the 7 
schools 6 have full psychiatric treatment serv- 
ice and 4 have accredited programs for resi- 
dents and nurses. 


The Voluntary Health Insurance Plan 


Growing dependence on prepaid health in- 
surance plans and increasing hospital costs 
present difficulties in care of the mentally ill 
in general hospitals. A partial solution is for 
voluntary health insurance plans to include 
treatment of nervous and mental diseases, 
Most of the health insurance plans discrimi- 
nate against the treatment of emotional ill- 
nesses. Only 10% of 115 Blue Cross and 4% 
of 23 Blue Shield plans, two important vol- 
untary health insurance groups, give the same 
regular benefits for psychiatric as for other 
medical disorders. Forty-five percent of these 
plans limit coverage as to days, benefits, or 
dollar maximum, while nearly half com- 
pletely exclude all psychiatric illnesses. Many 
health insurance companies are not aware 
that modern treatment of numerous emo- 
tional ills by combined physiologic and psy- 
chologic means is no longer an interminable 
or long-drawn-out procedure. For example, 
certain psychoses remit under 4 to 6 weeks’ 
therapy, and severe psychosomatic disorders 
can be immeasurably helped with 4 to 6 
weeks’ intensive regime and psychotherapy. 
Exclusion of mental illness is thus based on 
old, incorrect ideas. 

All psychiatrists constantly see patients 
admitted for extensive diagnostic survev or 
for treatment of nonexistent organic disease 
who are primarily patients with emotional 
Vict } 


disturbances. In an earlier paper(5) we re- 


viewed in detail 150 of 500 patients with 
disturbances admitted under va- 


rious dlagnoses ot 


emotional 


serious organic disease, 
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The 811 different therapeutic procedures in- 
clude 244 surgical operations. This mistaken 
treatment is costly to the patient and to the 
health insurance plans. Recently we made a 
back-door approach to this problem. We re- 
viewed 500 records of patients covered by 
voluntary health insurance and admitted con- 
secutively to a general hospital in 1950, in an 
attempt to learn how many patients with emo- 
tional disturbances were mistakenly treated 
for organic disorders, and what these mis- 
takes cost the insurance plans. Ten percent 


TABLE 4 


VortuntTaryY HEALTH INSURANCE PLANS COVERING 
Nervous AND MENTAL DISEASE 


Blue Cross Plans in 115 U. S. Cities 
52 (45%) mental illness totally excluded 
11 (9% ) regular benefits, same as medical 


52 (45%) impose limitations of days, benefits, or 
dollar maximum 


Examples 
Milwaukee—21 days at $3.00 a day in special in- 
stitution 
Toledo—Covered only until diagnosis 


Albuquerque—r1o days’ care during life of in- 
sured 


Blue Shield Plans in 23 U. S. Cities 
20 exclude nervous or mental disorders 
2 cover neurologic diseases only 
I covers 10 days, general hospital only, after 1 
year 


(Other private insurance company, group clinic, 
industrial, and lay sponsored plans not yet ana- 
lyzed. ) 


of patients’ records showed definite emo- 
tional illnesses treated as organic disturb- 
ances, and another 5 percent had minimum 
organic findings and needed psychiatric eval- 
uation. The diagnosis of “menopausal syn- 
drome,” for example, disguised a full-blown 
involutional melancholia in a patient treated, 
without relief, by dilatation and curettage, 
for which the insurance plan paid $130. A 
diagnosis of chronic appendicitis covered 
frank conversion hysterias. A hemorrhoidec- 
tomy was done to relieve cases of anxiety or 
depression. Such physical procedures as 


drastic diets, colonic irrigations, and massive 
drug therapy were attempts to deal with 
colitis in which psychic tensions were con- 
spicuous. 


The histories of these patients 


showed that there had been no appreciation 
of the role of emotional factors. Such faulty 
procedures cost the insurance plans a total 
of $5,400. To have treated at the start the 
actual causative emotional factors would 
not have increased the insurance costs and 
might even have decreased them. 


Future Needs 


The increasing integration of psychiatry 
and medicine makes care of the mentally ill 
in a general hospital mandatory. From our 
clinical experience and extensive study we 
should like to state as minimal psychiatric 
needs in general hospitals the following: 
60,000 psychiatric beds in at least 1,600 gen- 
eral hospitals, and mental health clinics in 
at least 3,500 general hospitals. Ten percent 
of psychiatric beds is a minimum need. 
Every community of 100,000 can support 
both a psychiatric unit and a mental health 
clinic within a general hospital. Smaller 
cities can maintain a successful psychiatric 
unit, as witness Ogden, Utah, a town of 
40,000, with a 20-bed unit operating at full 
capacity in a 200-bed hospital, and already 
praised for its definite service to the com- 
munity. 

Since emotional factors account for 25 to 
50% of illnesses every general hospital must 
offer some psychiatric service. Hospitals with 
less than 100 beds can provide psychiatric 
diagnosis and consultation ; those with 100 to 
200 beds need small units or unassigned beds 
for psychiatric care plus an outpatient clinic 
for early detection and treatment of mild 
cases. Every hospital with more than 200 
beds must have a complete psychiatric de- 
partment of 15 or more beds and an outpa- 
tient service. 

Another great need is revision of state 
commitment acts so that a chronically ill pa- 
tient can be sent from the general hospital 
to the state hospital by a physician’s cer- 
tification instead of by the traumatic proce- 
dures of transfer after legal commitment. 
This would free general hospital beds as soon 
as the patient’s need for longer term hos- 
pitalization is apparent. A third need is at- 
tention to treatment and rehabilitation of 
aged patients. The Mental Hygiene Depart- 
ment of California is planning to subsidize 
beds in general hospitals for treating acute 
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mental illnesses and geriatric problems. 
Matched state and county funds are to pro- 
vide treatment within the go-day period fol- 
lowing the patient’s admission. Many seniles 
can benefit from understanding supervision 
and short-term treatment. The practice of 
dumping them on state mental hospitals has 
contributed to critical bed shortages for men- 
tally ill patients. General hospitals need to 
accept their obligation for this type of aged 
noncustodial patient. An example of forward 
thinking is the installation of a psychiatric 
unit in St. Barnabas Hospital for Chronic 
Diseases in New York City, one purpose of 
which is geriatric rehabilitation. 

Ginsberg’s recent book(6) assessing hos- 
pital care in New York State questions the 
value of psychiatric clinics and units within 
the general hospital on 2 main points— 
higher costs and high selection of patients, 
with elimination of undesirable psychotics. 
These contentions fail to take into account 
the average short-term stays with speedy 
diagnosis and treatment evaluation, and the 
ability to carry many patients on an ambula- 
tory basis at reduced costs. These costs of 
an acute illness should be compared with 
treatment at V.A. hospitals and mental sana- 
toria. Complete, well-equipped units do 
handle psychotics without discrimination in 
selection except on the basis of prognosis ; 
in our own unit 90% are acutely ill psy- 
chotics. Nationwide emphasis on caring for 
all acutely ill patients at the community level 
will reduce the number of admissions to state 
institutions, in our opinion. 


Recommendations 


Both individual psychiatrists and The 
American Psychiatric Association as a body 
must give more attention to the general hos- 
pital problem. Use of general hospitals inte- 
grates psychiatry into medicine ; breaks down 
the isolation, prejudice, and ignorance that 
surround our specialty; educates and bene- 
fits the community through early detection 
and successful treatment of mental illnesses ; 
gives the psychiatrist facilities of which he 
has precious few; trains much needed per- 
sonnel; helps relieve state hospital over- 
crowding ; automatically raises all standards 
of diagnosis and treatment; encourages bet- 


< 


concepts within state mental hospitals. 


ter care and overcomes still-existing asylum 


Our contention that early care of mental 
illnesses in general hospitals would reduce 
community incidence of chronic illness and 
relieve state hospital overcrowding should be 
put to actual test. This is now being done in 
an interesting pilot experiment in New York. 
The Schenectady and Roosevelt hospitals, 
both general hospitals with active psychiatric 
departments, are working in close connection 
with state hospitals in an effort to determine 
whether active treatment in a general hospital 
can eventually reduce the number of ill pa- 
tients going to state hospitals. 

Private psychiatric practitioners must as- 
sert and prove their usefulness for a rightful 
share of general hospital services. They can 
accomplish this by educational talks, scien- 
tific programs, and demonstrations of thera- 
peutic results. They must take greater part 
in all medical meetings and community proj- 
ects. The survey initiated by the Section on 
Private Practice of the A.P.A. and delegated 
to Drs. Muncie and Billings is still incom- 
plete. It indicates that a third of the 2,000 
to 2,500 practicing psychiatrists have no hos- 
pital affiliations for treatment purposes, and 
this number is increasing at the rate of some 
500 a year through Board certifications. 
Only general hospitals can take care of this 
need. 

Special committees within the A.P.A., such 
as those on standards and cooperation with 
lay groups, need to work with the American 
Hospital and American Medical Associations 
to assist all general hospitals in getting infor- 
mation, inaugurating psychiatric units, and 
obtaining trained personnel. A clearing bu- 
reau to avoid duplication and to assist with 
formulation of questionnaires and evaluation 
of statistics would be helpful. The A.P.A. 
should investigate ways to make general hos- 
pitals recipients of federal funds, under the 
Hill-Burton Act, for care of psychiatric and 
senile patients. The A.P.A. should seek co- 
operation of health insurance plans and in- 
duce them to accept the responsibility for 
the treatment of psychiatric illnesses and not 
discriminate as do most of these plans at 
present. Full hospital and medical benefits 


for at least 4 weeks should be given to relieve 
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the serious financial burdens that the treat- 
ment of mental illness in general hospitals 
causes. 


Summary 


Present psychiatric facilities in general 
hospitals are extremely inadequate. Only 279 
of 4,761 United States general hospitals offer 
any kind of adequate inpatient psychiatric 
service. Although half of all hospital beds 
are now used for treatment of chronic mental 
illness, yet general hospitals provide only 4% 
of beds for acute psychiatric disorders. 

Psychiatric personnel is below minimum 
numbers. Training programs are insufficient 
to meet the demands, as witness 14 completed 
units unable to operate for lack of personnel. 
Only 309 of the total 4,761 general hospitals 
train psychiatric personnel. 

Medical schools do not place enough em- 
phasis on psychiatric teaching, training, 
treatment, and research in general hospitals. 
Only 52 of the 73 medical schools use them, 
and only 9 use all clinical departments for 
the integration of psychiatry. 

Voluntary health insurance coverage of 
psychiatric disorders is disgracefully lacking. 
Only 10% of Blue Cross and 4% of Blue 
Shield plans studied provide the same bene- 
fits for psychiatric as for other medical dis- 
orders. The rest discriminate as to days, 
benefits, or dollar maximums. Half com- 
pletely exclude psychiatric problems. 

In view of these urgent deficiencies the 


following recommendation has been made: 
that psychiatrists give attention to general 
hospital problems in order to help integrate 
psychiatry into medicine, thereby reducing 
chronic mental illness and providing beds for 
private-practicing psychiatrists. 


Conclusions 


Lay groups and mental health organiza- 
tions have, in recent years, promoted full 
acceptance of psychiatry within all general 
hospitals. Psychiatrists through the A.P.A. 
now have their greatest opportunity to carry 
forward this program. We have been en- 
tirely too conservative in this matter and 
must wake up and take advantage of this 
new greatly aroused interest that has devel- 
oped within the past 10 years. 
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EVALUATION OF IMMEDIATE AND LATE RESULTS OF PREFRONTAL 
LOBOTOMY IN 600 CASES, INCLUDING A CASE OF POST- 
ENCEPHALITIS AND OTHER ORGANIC STATES’ 

HARRY J. WORTHING, M. D., HENRY BRILL, M.D., 

AND 
HENRY WIGDERSON, M.D. 

W. Brentwood, N. Y. 


Just under 1,000 lobotomies were carried present a clinical and statistical evaluation of 
out at the Pilgrim State Hospital between the method, comments on operative tech- 
May 1947 and May 1951. The present paper nique, immediate sensorial effects, operative 
is based on the first 600 of this series. We complications and mortality, and a considera- 
have already reported on our initial 350 tion of lobotomy effects in several cases of 
cases(1), describing 2 years of experience psychosis associated with organic brain dis- 
with this operation. All cases have continued order. We shall avoid as far as possible any 
to be chosen for operation after careful ex- repetition of material already reported(1). 


TABLE 1 


PRESENT STATUS OF THE SERIES 


No. of No. of No. of Dead 
cases out of cases out of cases out of during 
hospital hospital hospital first post Other 
Operative Dates of July 1, May 30, April 21, operative deaths 
numbers operation 1949 1950 1951 months to date 
5-13-47 to 6- 4-48 29 38 36 6 
6- 5-48 to 12-29-48 28 33 33 4 
201 to 300........ 12-28-48 to 5- 3-49 8 25 29 3 oO 
5- 6-49 to 9-13-49 17 24 4 I 
9-13-49 to 1-13-50 os 9 20 3 I 
S501 to O00........ 1-13-50 to 5- 9-50 I 26 6 0 
601 to 700 f (37) 3 
“0 *( 4) 5 
to 800 5-30-50 to §- I-51. 4 : 
Sor to goo | { 0) 4 
to *( o) 2 0 
5-13-47 to 5- 1-51 65 123 168 40 2 


* Incomplete figures, to be reported later. 


amination of patients and their records, and The reader is referred to this paper for in- 
all have received indicated shock therapy, formation as to methods of evaluation, choice 
often in repeated courses. Schizophrenics of cases, methods of follow-up, and treat- 
make up 90% of the series. ment policies during rehabilitation, etc. 

The entire 600 cases were operated by one Table I summarizes the present status of 
of us (HW) by a standard technique (Modi- the series. The figures are reported for 
fied Lyerly). The other two authors have groups of 100 to facilitate interpretation. 
been in close touch with the psychiatric as- It will be seen from Table 1 that the num- 
pects of the work from the start and have per out of the hospital tends to stabilize at 
had the advantage of prolonged contact with about 35% of the total operated cases. This 
the patients for periods ranging up to 16 figure is not reached until about 2 years after 
years before operation and 4 years after- operation and there is indication that it does 
ward. Based on this experience, we shall not fall off during the third and even the 


fourth postoperative vear ‘roup I- . 
* Read in the Section on Mental Hospitals at the I oup 1-100) 
1o7th annual meeting of The American Psychiatric thus, the resu t app ars to be stable. 
Association, Cincinnati, Ohio, May 7-11, 1951. Operative mortality fluctuates between Ri 
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and 6% and late deaths from all causes seem 
to be below average state hospital mortality 
figures for comparable material(2). This is 
given by Malzberg as 24.6 for cases of de- 
mentia precox, which makes up 90% of the 
cases in this series. The figures in Table 1 
seem reliable because they are quite constant 
from one sample to another in the series and 
do not show wide fluctuations as might be 
expected if some chance factor were operat- 
ing. 

Table 1 also shows that there is an increase 
in the number of patients out of the hos- 
pital during the second post operative year. 
We examined the group 1-100 more closely 
and found that for the period July 1949 to 
May 30, 1950, 11 had returned to the com- 
munity. Two relapsed during this second 
postoperative year leaving a net gain of 9. 
When this group of 11 releases is tabulated 
as to duration of hospital life (Table 2), we 
find that 36% had a hospital life of 7 years 
or longer before operation while less than 


TABLE 2 


Numper or Cases RELEASED FROM OPERATIVE 
Group 1-100 BETWEEN JULY I, 1949, AND 
May 30, 1950 


Duration in years 


10% of all lobotomy releases had a corre- 
sponding history (Tables 3 and 4). 

Clinically, observation indicates that 
chronic cases respond in smaller numbers, 
more slowly and less completely than do the 
more recent ones. It is as if a healing proc- 
ess had to take place and this takes longer 
and is often less complete where the psychic 
damage has been most deep. A sequence can 
be observed in the process, which may arrest 
itself at any point. First there is a relaxation 
of abnormal psychic tension, then difficult 
behavior diminishes, delusions fade, and fi- 
nally hallucinations clear ; at first the voices 
are fainter, then they diminish in number 
and finally only a word is heard now and 
then, then a noise and eventually, where re- 
mission is complete, the hallucinations are 
gone. Loss of economic capacity is the most 
frequent fixed residual and follows more fre- 
quently after torpid psychotic states than 
after psychoses marked by a large output of 
energy. (See case 93 in this paper.) 

Table 3 and Fig. 1 show the striking re- 
lation between the year of admission and 
the percentage of release after lobotomy. 
Operations on cases admitted in 1949 re- 


TABLE 4 


Continuous 
2 operation at home 
II Total at home May 30, 1950. .123 
TABLE 3 
Status ApriL 1951 or 600 Cases or Logsotomy, Divipep Accorpinc to Date or Last 
ApMission. Cases 1-600 
193! 
Year of present through 
admission 1935 °36 °38 "40 ‘at “4a °43 
4 2 2 I I 2 4 I 2 
In community ......... 0 2 2 (3) 5 I 3 4 3 6 12 16 
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sulted in about 50% release, as in the 1948 
cases. The percentage is lower for the 1947 
admissions and for each additional year oi 
hospital life the percentage continues to fall 
with great abruptness until the 1943 group 
is reached. From here through 1936 there 
is a plateau of 10% after which there are no 
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Fic. 1.—Status in April 1951 of 600 cases of lo- 
botomy divided according to date of last admission. 
All above horizontal line are in community. 
line in hospital. (Lowest segment—dead. ) 
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more releases although we operated 43 cases 
admitted in 1935 or before. Less obvious is 
the fact that the mortality rate is 8-10 for 
the older cases and 3-6% for the newer ones. 

No matter how this material is examined 
the factor of duration of hospitalization can 
be shown to play its role. Table 4 shows the 
distribution of a series of 123 cases at home 
as of May 30, 1950. 

For reasons discussed in our previous pa- 
per(1), we cannot offer an absolute evalua- 
tion of the release figures shown in Table 1. 
This would call for some accepted norm as 
to what could have been expected in this 
series or in a similar one if no lobotomies had 
been done, and if all other conditions had 
been constant. (It may be stressed at this 
point that no special conditions were set up 


600 CASES 


OF PREFR 


Nov 


for our operated group.) At best we can 
only define some of the factors in prognosis 
and attempt to find some standard of ref- 
erence with which to make a comparison. 
All cases in the operated group had ade- 
quate shock before operation except some of 
the very old hospital cases where the useless- 


ot 
measure 


shock 
has been 
many had 

however. 


ness as a permanent therapeutic 
well established. Even 
had symptomatic electric 
The official gnosis 
go% of our cases was dementia prwcox and 
a large proportion of the rest were actually 
schizophrenic. In any event, the schizo- 
phrenic group showed about the same release 


here 


shock, dia of 


Fic. 2.—Percentage of remission during each suc- 


cessive year of hospital life. 


rate under lobotomy as did the nonschizo- 
phrenic group. We were not able to establish 
any very marked influence of age and sex on 
prognosis although in choosing cases we 
avoided the extremes of age and found that, 
for purely technical reasons, our cases were 
in the ratio of 3 women to each man. We 
made an attempt to evaluate our results in 
terms of true duration of illness but 
covered that this fact was highly debatable 

her¢ no 
standard series with which to compare such 
results had they been obtained. Duration of 
hospital life on the other hand was easily 
ascertained, objective, quantitative, and 
strongly correlated with our results. Further- 
more, some type of comparative series could 


dis- 


in many cases and also that t was 


be found by which to measure 
results. Tables 3 
tvpe of correlation that was found. 


our lobotomy 


and 4 and Fig. 1 show the 
Fig. 2 


shows the comparisons arrived at. 
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Since duration of hospital life is of such 
preponderant importance in the release of 
lobotomy cases, it seemed necessary to com- 
pare these results with any available figures 
for release of nonlobotomized state hospital 
patients year by year for 15 or more years 
after admission. The type of material would 
have to be as similar as possible with due 
regard for the practical limitations of time 
required in any such compilation. We be- 
lieve that the material presented in Fig. 2 
gives some approximate comparison between 
the results after and without lobotomy both 
before and after the advent of shock therapy. 
Three groups of cases are presented in 3 
curves: 

1. A group of 2,481 cases of dementia praecox 
first admissions to Manhattan State Hospital in 
the years 1909-1911. Quoted(1). 

2. A group of 1,000 successive discharges from 
Pilgrim State Hospital February 1948 to June 1949. 
All functional diagnoses except psychopathic per- 
sonality were included. Shock had been applied 
wherever indicated in this group(1). 

3. The present series of lobotomy cases. 


In curves I and 2, we have tried to answer 
the question, “For each year of hospital life, 
what percentage of those patients in the hos- 
pital at the start of the year will be released 
during the year?” Plotted on a curve, we 
find that the first year is by far the best both 
now and 45 years ago. The higher figures 
for curve 2 (1947-1949) may reflect the in- 
fluence of shock therapy although all func- 
tional diagnoses had to be included. The 
factors of diagnosis and shock treatment 
seem to make almost no difference after the 
first year, and after the second the 2 curves 
are superimposed almost exactly. Because 
of the fractional percentages involved, the 
lowest 1% has been expanded to permit re- 
cording ; thus, each gradation presents one 
per thousand. Curve 3, showing the per- 
centage of lobotomy releases for each year 
of duration of hospital life, can then be com- 
pared directly with the other 2 curves. 
The sources of error in Fig. 2 are very 
large yet the parallelism of the curves and 
their general agreement in shape seems to 
permit certain conclusions, especially since so 
many other facts point in the same direction. 
There appears to be no reasonable question 
that prognosis is best during the early years 
of hospitalization and especially during the 


early months of hospitalization regardless of 
treatment. This fact is often used as an argu- 
ment for expectant procedures and against 
specific intervention. Figure 2, however, in- 
dicates that, while time is indeed an impor- 
tant factor in prognosis, it works best when 
it is allied with therapeutic intervention. 
Curve 2 indicates that shock applied early 
results in an improved release rate, but one 
also sees that once the first year has passed 
the outlook deteriorates, and after the sixth 
year it can only be calculated in fractions of 
1% per year. 

One may properly conclude that in a men- 
tal hospital when functional psychosis, and 
especially dementia pracox, has failed to re- 
spond to the various indicated therapies, in- 
cluding adequate shock therapy, by the end 
of the first year, the patient stands in great 
risk of chronic hospitalization. It appears 
justified under such circumstances to make 
the decision as to lobotomy during the second 
year of hospitalization, or sooner in the face 
of severe behavior disturbances. After the 
first year or two, lobotomy offers more than 
any other available method (providing shock 
has had a reasonable trial), but it offers less 
as time goes on. The 10% release rate that 
continues till the twelfth year of hospital 
life is of great theoretical as well as practical 
interest but it is far lower than release rates 
for less chronic cases. In addition the quality 
of remission is in general much less satisfac- 
tory and marked by defect states often con- 
fused with “personality changes.” 


Anaesthesia 


During the year 1950, it was found pos- 
sible to carry out between 25% to 50% 
of this series under local anaesthesia even 
though our series included some very re- 
gressed and uncooperative patients. A basic 
sedation of barbiturates, combined with pre- 
operative hyoscine (gr. 1/100) and mor- 
phine (grs. 4) left the patient able to co- 
operate and answer questions. Where general 
anaesthesia was found necessary intravenous 
sodium amytal was used in doses that did not 
often exceed 74 grains and often fell short 
of this. Decision as to type of anaesthesia 
was made in the operating room and was 
based on the behavior of the patient, the re- 
sponse to placing of local anaesthesia in the 
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scalp, etc. Sometimes after the operation was 
begun the patient became restless. In such 
cases, sodium amytal was given intravenously 
as needed. Minimizing the amount of gen- 
eral anaesthesia reduces postoperative depres- 
sion and allows for certain psychiatric ob- 
servations during the course of the operation. 
More recently this procedure has been varied 
by administration of a second dose of mor- 
phine, varying from 4 to 4 grains just prior 
to entering the operating room, which allows 
more cases to be done under local but makes 
the patients so drowsy that observation of 
psychiatric effects in the operating room is 
much limited. 


Operative Procedure and Observations 

The procedure has been continued essen- 
tially as described in our first report(1), all 
surgery being done by one of the authors, 
technique remaining constant for all cases. 
With a greater use of local anaesthesia, ob- 
servations were carried out on the immediate 
effect of each of the 4 cuts of the lobotomy 
procedure. This effect was found to vary in 
individual cases. In most instances the pa- 
tient became rather stuporous and failed to 
respond after the 2 quadrants of one side 
had been cut. Frequently, this effect has been 
obtained after only one quadrant had been 
cut. It seemed to make no difference whether 
the right side or the left side was cut first. 
It was our impression that cutting the median 
quadrant first is more effective in producing 
the stuporous state. Occasionally, this effect 
was not obtained until all 4 quadrants had 
been cut, and sometimes there was no change 
in the patient’s mental status after cutting 
all 4. No correlation was established between 
the final clinical outcome and the acute op- 
erative effect. 

An additional observation has been the 
production of a state of diffuse motor rest- 
lessness, as evidenced by movements of the 
body, usually after cutting both quadrants 
of the first side, disappearing after a minute 
or two and reappearing for an equal time 
after sectioning the second quadrant of the 
second side. 


Postoperative Course and Procedure 


Little change has occurred in this phase of 
the work(1). Aside from convulsions, physi- 


cal complications have been limited to the 
first postoperative weeks. In the later post- 
operative care and rehabilitation we continue 
to be more impressed by the interpersonal 
relationships involved than by the actual 
physical surroundings of the patients. As 
improvement occurs patients are up-graded 
by transfer to better services but the im- 
provement precedes and does not follow such 
transfers. For the most part, each patient is 
moved only once or twice. 


Symptomatic Improvement 


Of all patients remaining in the hospital 
after operation, some two-thirds show clear- 
cut improvement, but this proportion depends 
on the duration of illness. It is higher in the 
less chronic cases and in the most chronic 
group does not reach over 50%, with prac- 
tically no social remissions. Behavior im- 
provement in general has been found to be 
of slow development and is stable. It covers 
the entire range of behavior disorder af- 
fecting combativeness and negativism most 
clearly ; wetting, soiling, and psychotic homo- 
sexual manifestations less and torpid states 
least of all. 


Convulsions 


A total of 31 cases have had one or more 
convulsions postoperatively, an incidence of 
5%. Among older cases, this runs up to 
15% (in a group of 4o regressed male 
schizophrenics of very chronic type, 4 had 
one convulsion each and 2 had one series 
each). On the other hand, among 168 pa- 
tients out of the hospital only 6 are known 
to have had a convulsion at any time, an in- 
cidence of 34%. Only 2 patients have ever 
been reported as having seizures outside of 
the hospital since the beginning of this series. 
Of the 31 cases with known convulsions, 18 
had a single attack, 1 had two attacks, 6 had 
a single series of attacks with no recurrence, 
and 6 have had scattered attacks. In general, 
response to medication is quite favorable, but 
3 cases have suffered recurrent seizures not 
completely controlled by medication. 

We have the impression that postlobotomy 
convulsions do not have a favorable clinical 
effect. In one case that began to have seiz- 
ures after leaving the hospital, the mental 
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condition soon became worse and she had to 
be returned. In another case where the clini- 
cal condition appeared to be progressing very 
favorably, there was a prompt relapse after 
a series of seizures and the patient has not 
again improved. In spite of this, lobotomy 
cases often respond well to electric shock 
therapy and do not show the unfavorable re- 
sponse seen when spontaneous attacks occur. 
This has a bearing on the question of whether 
convulsions as used in psychiatric treatment 
depend in any way for their effect on the na- 
ture of the exciting agent. In this connection, 
one may cite the fact that convulsions that 
occur spontaneously during insulin coma do 
not seem to have the beneficial effect of met- 
razol or electric shock seizures. 


Side Effects, Complications, and Relapses 


The total return rate on all releases has 
been 23.2%. The usual cause for return has 
been failure to adjust because of residuals 
present at the time of release. In a small 
number of cases, a brief episode of disturbed 
or excited behavior led to return but sub- 
sided after the patient had been back for a 
few days. To avoid overstimulation and in- 
somnia, which mark the initial homecoming 
in many old cases, we have found it useful to 
prescribe mild nocturnal sedative for the ini- 
tial days at home. 

Perhaps the most feared and most dis- 
cussed complication of prefrontal lobotomy 
is the so-called “personality change.” Our 
experience leads us to the opinion that the 
present status of this problem is somewhat 
analogous to that of the vertebral fracture 
issue as it stood some 10 years ago. In this 
series, personality change, or loss, or dis- 
inhibition has been no problem, in the hos- 
pital or out. Complaints that would fall un- 
der this heading have been made by relatives 
of 8 cases. They are most frequent shortly 
after operation and diminish or disappear in 
the course of time. They have been neither 
of an intensity or incidence to justify serious 
consideration. It may be that our policy of 
late release, especially in old cases, has kept 
such complaints at a minimum. We have ob- 
served no tendency for the so-called disin- 
hibition of the operation to be added to or 
aggravate the known weakness of inhibition 
of behavior in manic states, mental defective 


reactions, or primary psychopathy. Schizo- 
phrenic defect states of standard pattern, 
however, are seen in about the proportions 
that would be expected from a series of 
nonlobotomized schizophrenic patients. Even 
very chronic cases may, however, escape with 
little defect and with good creative capacity 
as will be seen from the following case re- 
port: 


Case No. 93.—This patient was born in 1908, 
and her early history was negative except for 
severe poverty. She had to leave grammar school 
before graduation. After working for a period she 
attended an art institute, earning a $500 prize that 
year. She soon began to work as a commercial 
artist and dress designer and continued in this line 
until the outbreak of her present illness. 

In 1934 she developed mental symptoms and was 
twice at a private sanitarium in that year. She ap- 
parently recovered and adjusted well until January 
1936, when she became disturbed and overactive 
and was admitted to Brooklyn State Hospital, 
remaining until May when she was released as 
unimproved. In July of that year she was married. 
A child was born in March of 1937 and during the 
delivery she became acutely disturbed, and although 
she later became more quiet she remained mentally 
sick and on March 16 became so disturbed that she 
was hospitalized. She was released against advice 
in a few weeks but described voices, appeared 
frightened, had crying spells, said that she was 
Jesus Christ; that she was dead and burning up; 
that a war was raging and something harmful was 
going to befall her husband. She continued to 
work but had much trouble with her employers 
because of her misinterpretations. Finally on 
March 9, 1939, she became incoherent and was 
returned to the observation ward, said she was 
dead, that she heard voices, was aggressive, required 
camisole, stared, grimaced, mumbled to herself in a 
lifeless voice without emotion. Her speech rapidly 
became disconnected and she was vividly halluci- 
nated. By May 9, 1939, she improved and was 
released to her sister but was returned on Sep- 
tember 9, 1939, quarrelsome, ill-tempered and con- 
fused. She was again released on February 27, 
1940 but returned March 5, 1940, not again to be 
released till after lobotomy. 

In June 1940, she had a course of metrazol treat- 
ment with brief response and relapse. On May 24, 
1942, she was transferred to Pilgrim. Here she 
showed a phasic course with long disturbed periods 
when she was aggressive, destructive, unmanage- 
able, impulsive, incoherent, wetting and soiling. For 
the most part her quiet periods were very short, 
10 days to 3 weeks, while the disturbed spells lasted 
for months. Even during her good periods she was 
superficial, inadequate, scattered and stilted in her 
productions. However, she made surprisingly good 
transference in spite of these peculiarities. 

A prefrontal lobotomy was carried out on May 
21, 1948, following which her behavior improved 
rapidly. She became clean, less combative, more 
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cooperative, but somewhat tense. Inappropriate 
laughter and schizophrenic thinking continued until 
about January 1949. She began to do designing 
and needle work, helped on the ward, was more 
cooperative, less tense, more relaxed, and finally 
on July 24, 1949, she was released on convalescent 
care. At that time, she still heard an occasional 
voice but had entirely well behaved for 
3 months and her speech was clear 


she been 


Shortly after release she secured work in her 
old field as a dress designer and has been doing 
this work ever since. When seen at the outpatient 
clinic, she was pleasant, cheerful, weil retained, 
and accepted the difficulties of her social situation 
with surprisingly good grace. Voices had disap- 
peared. She showed technically excellent draw- 
ings of dress designs that she had originated and 
drawn and that seemed to represent true creative 
work although the artistic style was that usually 
followed in fashion magazines. 


Sexual Changes 


Changes in the field of sexuality have been 
limited almost entirely to women, although 
one man who had to be returned from con- 
valescent care was described by his wife as 
“oversexed.”” This case showed many resid- 
ual schizophrenic symptoms. There was a re- 
turn of what seemed to be normal sex life 
after 19 years of frigidity in one woman, 
and after 18 years of frigidity in another. 
In one young woman who had shown erotic 
behavior with promiscuity as a symptom of 
her illness there was no return of this behav- 
ior after lobotomy. A married woman who 
during each of several psychotic attacks 
picked up men in the street did not show this 
symptom after lobotomy, although she had 
another transitory psychotic episode subse- 
quently. In 2 cases, desire seemed to be in- 
creased in a previously frigid woman but 
capacity for orgasm was not improved. In 
one case there was diminution of sex capacity 
as compared with her previous normal. In no 
case was there any overt antisocial sexual 
behavior. This subject was carefully covered 
in follow-up of patients and no other signifi- 
cant observations were made. The general 
impression was that in an occasional case a 
previously frigid woman might develop what 
seems to be a normal sex response after lo- 
botomy but that in the main there is no 
marked change of previous sex patterns and 
habits. first 
paper, there was transitory embarrassing in- 


In one case, described in our 


crease of interest in men in a_ previously 


schizoid individual who otherwise had shown 
a good remission, This patient was subse- 
quently released after having shown normal 
behavior in the hospital for about a year and 
has adjusted well since. 


Viscellaneous Observations 


During lobotomy, one case developed 
marked brain edema and the operation was 
terminated after a cut had been carried out 
on one side. A good remission followed, One 
case was reoperated after a most discourag- 
ing preceding history. A 


followed. 


result 
In two cases a transitory small 
area of alopecia areata was noted at an area 
distant from the operative site. In two cases 


favorable 


where head pains were presenting symptoms 
of the psychosis there was marked relief 
after the operation. 


Evaluation of Results in Organic Cases 


The successful use of shock therapy for 
well-defined indications in nonschizophrenic 
cases and especially in organic cases encour- 
aged us to make the attempt to relieve certain 
severe behavior disorders in several organic 
cases, and the results are described in the 
following case reports. It is our impression 
that the therapeutic response of a given 
set of symptoms is not materially different 
whether or not a well-defined organic dis- 
order of the central nervous system may be 
present. Thus, emotional disorders, compul- 
sive-like behavior, agitation, 
combativeness, suicidal and homicidal tend- 
encies, and clearly defined schizophrenic- 
like syndromes have been relieved by lobot- 
omy in patients with organic brain disorder. 


restlessness, 


Case No. 446.—This man, born in 1912, had 
encephalitis lethargica in 1922 and remained in 
bed for 11 days. He had previously been well 


behaved but began to have difficulty in school, 
showed a typical postencephalitic hyperkinetic be- 
havior disorder, and in 1926 was admitted to the 
children's unit at Kings Park State Hospital where 
the diagnosis of postencephalitic behavior disorder 
was made. He remained for 3 months and then 
returned home where he remained until 1928, when 
he was returned to Kings Park and remained for 
8 months and was again released. Apparently neu- 
rological findings were minimal during that period. 


eemained ct of pital until 1032 whe 
rie remained out the pita ntil 1932 when 
e¢ was returt vit! i | ry that he had been 
fighting, stealing, quarreling, and had made sex 


appre aches 


of pain 


He complained 
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in the eyes, and oculogyric crises were described 
and examination showed facial masking and hyper- 
tonicity of the right side. His release was again 
approved but his family did not remove him from 
the hospital and he was transferred to Pilgrim State 
Hospital in 1932, since which time he has been 
very well known to one of the authors (HB). He 
was at that time suffering from a typical post- 
encephalitic Parkinsonian syndrome with the per- 
sonality characteristics, the voice, and the manner. 
He was again released at the suggestion of this 
author in 1933 but was returned after 6 months. He 
complained more bitterly about his eyes, made 
general somatic complaints, showed suicidal tend- 
encies, drove his head against the wall in suicidal 
attempts because of his severe physical discomfort, 
was no longer able to work, and had many oculogyric 
crises. By 10935 he became increasingly combative, 
had episodes of crying, and began demanding the 
use of sheets, tubs, etc., to control his behavior, 
which by this time had taken on a compulsive char- 
acter, while his thinking was strongly obsessive. 
He showed homosexual behavior and this condition 
continued while he complained of intolerable ocular 
sensations that he described as pains, mental tor- 
ment, seeing things in the eyes, etc. Visual function 
apparently took on an extremely uncomfortabie 
character perhaps analogous to what happens to 
tactile function in causalgia. His conjunctive were 
congested but otherwise nothing could be found to 
explain his difficulty, to render it more compre- 
hensible, or to relieve it. He became more suicidal 
by 1938, added stomach pains in 1940, was more 
and more in restraint, and after 1944 was in con- 
tinuous restraint because of headlong persistent 
suicidal attempts. In 1947, 24 symptomatic shock 
treatments were given without effect and there was 
no further change until on November 8, 1949, a pre- 
frontal lobotomy was done. There has since then 
been no evidence of an aggravation of the neuro- 
logical syndrome, which is still marked by nasal 
voice, masked facies, loss of associated reflexes, 
and general hypertonicity, especially on the right. 
Tremor is not present. His suicidal attempts have 
ceased as have his spontaneous complaints. When 
asked, he complains of his eyes and of oculogyric 
crises, but he says his visions have disappeared. He 
does not attribute his change to lobotomy. Medi- 
cation has not been changed and consists of rabellon, 
1 tablet, t.i.d., and Luminal gr. 14 each night. His 
family finds him very much better. 


Case No. 555.—Patient was a Negro male, born 
1908. He completed the second year of high school 
at 17, worked as a sand-hog, adjusted well, and 
was married in 1943. In 1947 at the age of 39, he 
made a start in business, did poorly, suddenly be- 
came euphoric and excited; was hospitalized and 
found to be actively hallucinated and delusional, 
gave a history of antiluetic treatment at the age of 
21. He was found to have a titer of over 10 in 
blood and spinal fluid (5-7-47-cc. 28, prot. 33, D 
curve). His pupils reacted sluggishly to light, 
he showed unequal reflexes and slightly slurred 
speech. He received 15 paroxysms of quartan 


malaria but continued to be noisy, excited, quarrel- 


some, grandiose, hallucinated, and required fre- 
quent seclusion. He was placed on routine anti- 
luetic therapy consisting of courses of mapharsen, 
tryparsamide, bismuth, and later penicillin but was 
resistive, dangerously aggressive, and made attempts 
to elope. He finally escaped and returned to his 
old neighborhood, where his behavior frightened 
the neighbors, and he was returned by the police 
on July 27, 1949, after an absence of 5 days. After 
his return he required continuous camisole and 
restraint, and because of his planned assaults and 
paranoid ideas coupled with great physical strength 
he was considered to be highly dangerous. On 
February 14, 1951, his spinal fluid showed a negative 
Wassermann, 26 mg. prot., a second zone gold curve, 
cell count of 5. The blood Wassermann showed 
a titer of 12. On March 23, 1950, a prefrontal lo- 
botomy was carried out. After the operation there 
was marked improvement of ward behavior and, 
in addition, 3 months later he apparently had ceased 
to hallucinate although he remained paranoid 
against his wife. He has been quiet, nonaggressive, 
attends social activities for patients and has ceased 
to be a problem. There was no indication that his 
reaction to operation was different from that of a 
functional case. In May 1951, he showed a mod- 
erate state of paretic simple defect. 


Case No. 304.—This patient was born in 1926. 
In 1944 she began to develop mental symptoms, 
became paranoid, withdrew, became weak, had hal- 
lucinations and delusions, and no longer was able 
to work. In 1947 she was admitted to a private 
sanitarium, received 11 shock treatments without 
effect and was transferred to Pilgrim. She was 
found to be suffering from pseudohypertrophic mus- 
cular dystrophy. Her mental condition was diag- 
nosed as dementia praecox, hebephrenic type. She 
continued to hallucinate actively, was delusional, 
negativistic, resistive, disturbed, regressed. She 
had a series of 20 electric shock treatments with 
no effect. Because of severe regression and excite- 
ment operation was done. Following operation, her 
mental condition improved. Regressive symptoms 
disappeared and she became quiet, clean, shy, pleas- 
ant, free of hallucinations. On December 24, 1949, 
she was released and has adjusted well at home 
according to reports of the social worker, although 
because of difficulties in locomotion she was not 
asked to come to the follow-up clinic for examina- 
tion by the physician. 


Case No. 379.—This man who was born in 1912 
has always had a basic mental deficiency and a club 
foot on the left with increased left-sided muscle 
tone, increased tendon reflexes, and diminished arm 
swing in walking. His adjustment was satisfactory 
on a dependent level (moron) with some work 
capacity under supervision but he was shy and 
schizoid. In 1945 he developed delusions and hal- 
lucinations and was admitted to a private sani- 
tarium where he received 5 electric shock treat- 
ments and was released as improved. He was next 
admitted to a second sanitarium in 1948 where his 
illness was diagnosed as psychosis with mental 
deficiency and he was given 6 electric shock treat- 
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ments, and then another 12 without apparent effect. 
He was then admitted to Pilgrim in the same year, 
was found to be vividly hallucinated and to have 
marked delusional formation of a type consistent 
with his intellectual capacity. His condition was 
diagnosed as hebephrenic schizophrenia engrafted 
on congenital hemiplegia and mental defect. He had 
20 additional electric shock treatments with no ap- 
parent effect, showed severe tension of paranoid 
type and was markedly withdrawn. Owing to the 
family’s desire for something further to be done, 
a prefrontal lobotomy was carried out on August 16, 
1949. He had one convulsion, 12 days postopera- 
tively, and none since. He was released March 19, 
1950, much improved in behavior, under no tension, 
friendly, tractable, and open. There still seemed to 
be some residual delusions and hallucinations. Ad- 
justment has been satisfactory. There was no ap- 
parent aggravation of the basic neurological condi- 
tion and the reaction of the patient was in no way 
different from that to be expected from an indi- 
vidual with primary mental defect showing the same 
schizophrenic syndrome, or indeed from that of a 
schizophrenic of normal basic capacity. 


SUMMARY 


A report is presented on a series of 600 
cases of prefrontal lobotomy done by a modi- 
fication of the Lyerly technique. This series 
has been operated by the same surgeon and 
followed throughout by the same psychia- 
trists. The authors feel that the operation is 
therapeutically active, and is useful and prac- 
ticable. The psychiatric response has so far 
been found to be stable and progressive. No 
late deteriorative or other late unfavorable 
psychic effects have been noted. About 1% 
of the patients are considered psychiatrically 
worse after the operation. “Personality 
changes” have not been a practical problem 
and complaints that could be classed in this 
category have been infrequent, of minor sig- 
nificance, and have tended to disappear in 
the course of the first year or two postopera- 
tively. Schizophrenic defect states of the 
usual pattern and distribution have been 
noted. Spontaneous postlobotomy convul- 
sions have not been found to exert a favor- 
able clinical effect, although lobotomy pa- 
tients show the usual symptomatic response 
to convulsions induced by electric shock. 
Spontaneous convulsions tend to occur in 
groups and seem to be more frequent in cata- 
tonic patients than in others(1). 


Nonschizophrenic cases represented ap- 
proximately 10% of the operated series of 
600 and 12% of the releases of the entire 
series. Release rates for patients of 3 years 
or less of hospital residence were definitely 
better than those of longer hospital resi- 
dence, and it was also found that the quality 
of remission was less satisfactory in older 
cases. A very important effect of the opera- 
tion, behavior improvement, developed in 
even the most chronic cases although in 
smaller proportion than in less chronic ones. 
Approximately two-thirds of all operated 
cases remaining in the hospital showed ma- 
terial improvement in such behavior disorder 
as aggressiveness, destructiveness, wetting, 
soiling, homosexual behavior on a psychotic 
level, refusal of food, etc. 

After a period of postoperative observa- 
tion that now ranges from I to 4 years, it 
appears that approximately one-third of all 
operated cases have been able to return to 
their homes and to remain there. This pro- 
portion is very much higher than what one 
could expect from a group of unoperated 
cases of similar clinical picture, similar dura- 
tion of hospital residence, and similar diag- 
nosis. 

Prefrontal lobotomy was carried out for 
clear-cut indications in one case of moder- 
ately advanced postencephalitic parkinsonism, 
one general paretic, one case of muscular 
dystrophy, one mild case of congenital cere- 
bral palsy. 

The psychiatric response of these cases 
was not notably different from that seen in 
“functional cases” with regard to psychotic 
manifestations, and in no case was there any 
intensification of the primary organic con- 
dition. No beneficial effects were noted after 
lobotomy in 2 cases of primary psychopathic 
behavior. 
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ON ANOSOGNOSIA 


Report oF a Case oF ANOSOGNOSIA FOR BLINDNESS ' 


HANS OPPENHEIMER, M.D., anp MAX WEISSMAN, M. D.? 
New York City 


Cases of anosognosia of defects caused by 
cerebral lesions were reported(1-3) long be- 
fore Babinski introduced the term. The lit- 
erature on the subject has been written by 
a comparatively small number of authors 
(Anton, Redlich and Bonvicini, Gerstman, 
Nielsen, Stengel, Schilder, V. Hagen and 
Ives et al.) and the condition is not particu- 
larly known outside neurological circles. Still, 
it is one that affords an excellent opportunity 
to approach the problem of the “dichotomy” 
that allegedly exists between the organic and 
psychological phenomena of life. It also 
touches upon such questions as the peculiar 
nature of human awareness, the highest form 
of consciousness. It leads up to a concept of 
“functional localization of a diffuse nature” 
in higher functions versus “topographic lo- 
calization of a circumscribed nature” in lower 
functions. 

In reporting a case of anosognosia for 
blindness the authors offer some comment on 
these problems. 

The problem of cerebral localization of 
functions and defects has been greatly clari- 
fied since the early days of strict “topo- 
graphic” physiology. Concepts such as “‘posi- 
tive and negative” symptoms (Jackson) or 
“figure and ground” phenomena (Goldstein ) 
in cortical functioning have greatly con- 
tributed in rendering obsolete the efforts of 
the “diagram makers.” Still, in the question 
of “localization” of anosognosia much re- 
mains enigmatic, even under consideration 
of the most modern and diversified theories. 
It is the feeling of the writers that from the 
point of view of localization a distinction 
should be made between those cases in which 
the postural model of the body is involved 
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(e.g., anosognosia for left hemiplegia) and 
those in which it is not (anosognosia for 
blindness). Perusal of the literature leaves 
one with the impression that there is no gen- 
eral agreement, not even in principle, con- 
cerning the problem of anosognosia. 

Anton(1) describing his original cases of 
imperception of blindness and deafness (with 
autopsy ) assumed that a “failure in that most 
central system of perception” played a role. 
He apparently anticipated that in addition to 
the cortical defect lesions of ‘“‘association 
fibers” connecting these areas with other 
brain regions are significant. He speaks, 
even at that date, of impairment of cerebral 
function due to remote lesions. It seems in- 
deed likely that the substratum subserving 
higher functions, e.g., cortical functions, is 
much more widely distributed for any given 
function than in the lower portions of the 
central nervous system. 

Redlich and Bonvicini(2) in their mono- 
graph said that we were not dealing with a 
strictly localized and anatomically definable 
defect and that in such cases the “general 
psychic efficiency” of the brain was di- 
minished. 

Recently, Brockmann and von Hagen( 4) 
in reporting 2 cases of denial of blindness 
emphasized the fact that anosognosia for 
blindness was found in lesions “from the 
retina to the occipital lobes” thus making any 
attempt to “‘localize” the condition seemingly 
futile. However, in both of their cases there 
was evidence of dementia with confusion and 
confabulation. Stengel et al.(5) describe a 
case of imperception of peripheral blindness 
in association with a frontal lobe neoplasm. 
[t is obvious that in all these cases of anosog- 
nosia for blindness structures of a high in- 
tegrative order were concomitantly involved. 

If anosognosia occurs in lesions that di- 
rectly involve the postural model of the body 
(with hemiplegia or hemiballism(6)) writers 
express themselves more accurately in the 
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question of localization. Gerstman(7) in a 
comprehensive paper reviewing the literature 
and confining himself to anosognosia for 
hemiplegia speaks of “direct” and “indirect” 
disorders: the former would be due to a 
primary autotopagnosia (A. Pick(11)) so 
that the imperception of the defect would 
somehow be the result of the more basic body 
disorientation. The “indirect” disorders by 
contrast are due to lesions in the minor hemi- 
sphere “isolating the right hemisphere from 
the left.” The Los Angeles school ( Nielsen, 
Ives, v. Hagen(8,9) maintains that in all these 
cases of anosognosia for (left) hemiplegia 
the lesions will invariably be in 3 distinct situ- 
ations: the right thalamus, the right thalamo- 
parietal bundle, or the right posterior parietal 
cortex. 

Schilder(10) felt that in cases of anosog- 
nosia a Korsakow-like state was frequently 
encountered, which is true particularly in 
anosognosia of blindness, and that this de- 
mentia accounts for a “generalized organic 
repression.” The result would then be that 
these patients exclude from consciousness 
“the unpleasant fact of their paralysis” or 
blindness. He draws attention to the ob- 
servation that ordinary cases of Korsakow’s 
psychosis show a selective memory cefect 
pertaining to events of a particularly trau- 
matic nature. 

Thus, the occurrence of imperception of 
such a great variety of defects seems to sug- 
gest the absence of a circumscribed etiology. 
Perhaps it would be better when speaking of 
“localization” to stress more the concept of 
different levels of integration than the usual 
topography, particularly in cases where 
higher and therefore psychologically tinted 
functions are involved. Hughlings Jackson's 
ideas about encephalization of functions and 
his concept of successively higher motoric 
levels, if applied by analogy to the realm of 
perception, offer the possibility of a theory 
through which the phenomena of autotopag- 
nosia and anosognosia may be considered 
from a common point of view. 

Generally speaking, a perception will be 
the more meaningful the greater the evolu- 
tion of the faculty of self-awareness. To 
recognize a finger (by optic, tactile, or kinz- 
esthetic impressions ) as one’s thumb presup- 
poses a fully developed body image or the 


awareness of the corporeal ego. The same 
applies to the rest of our body except that the 
more “important” parts (more libidinized 
parts) such as the fingers, breast, or penis as- 
sume in consciousness a certain significance 
beyond their mere anatomical or corporeal 
representation. The awareness of “which fin- 
ger is this?” and the awareness of “what does 
this finger mean to me?” represent different 
levels of apperception. We cannot localize 
such levels in the conventional manner. But 
we know from various neurological and psy- 
chiatric data that the prefrontal cortical re- 
gions and their thalamic connections are re- 
lated to the phenomenon of self-awareness 
and its psychological derivatives such as 
meaningfulness of one’s self, introspection, 
and anticipation(12). The mere recognition 
in the anatomical sense of a part of our body 
image is accomplished early in life and shows 
no individual differences. It is also more 
strictly localizable (¢.g., in the dominant su- 
pramarginal gyrus) and thus represents a 
lower level of apperception. The phenomenon 
of anosognosia has indeed been compared to 
the clinical manifestations in the mental pic- 
ture following prefrontal leucotomy by Sten- 
gel et al.(5) who refer to a “peculiar quality 
of prefrontal consciousness.” We would even 
postulate that anosognosia can therefore be 
found only in the human organism. 

It is easy to follow Gerstman(7) in his 
interpretation of the physio-psychological as- 
pects of the problem in cases of anosognosia 
when the postural model of the body is in- 
volved. Anosognosia for blindness (and per- 
haps also for deafness) would require fur- 
ther considerations: whether, and to which 
degree, the function of vision (and hearing) 
can be looked upon as a special spatial ex- 
tension of the body image as Schilder has 
already mentioned. Gerstman states that 
disturbance in the awareness of the body 
image, the corporeal ego, could quite natu- 
rally be caused by lesions in the “centers” 
of body image representation in either hemi- 
sphere. They may be isolated disturbances as 
in finger agnosia or more generalized ones as 
in autotopagnosia (autosomatognosia). He 
also alludes to different levels of perceptual 
integration, speaking of various degrees of 
psychic superstructure with delusional elabo- 


ration in anosognosia, e.g., somatopara- 
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phrenia. As already mentioned Gerstman 
distinguishes direct and indirect disorders. 
Direct disorders in the dominant hemisphere 
are represented by generalized autotopagnosia 
or finger agnosia, but allognosis is not im- 
paired. Indirect disorders are due to lesions 
in the minor hemisphere “interfering with 
commissural and associational formations . . . 
isolating the right hemisphere from the left.” 
In these instances the body image disturbance 
is confined to the defective parts. In all these 
cases there is no significant impairment of 
consciousness. He concludes by saying: “I 
believe that the syndrome of unawareness of 
disease can best be explained on the 
basis of the concept of the so-called body 
scheme.” Obviously, if the body scheme can 
no longer be appreciated functional defects 
affecting these portions must likewise escape 
the attention of the patient. Cases of anos- 
ognosia of blindness, however, pose now this 
problem: they do not involve the postural 
model of the body (in Gerstman’s sense) 
and furthermore, most if not all of the pa- 
tients presented a Korsakow-like picture or 
else showed evidence of generalized or fron- 
tal lobe impairment. How are these cases to 
be explained ? 

Anton’s case of imperception of blindness 
concerned a 56-year-old woman with anosog- 
nosia for cortical blindness. She was confab- 
ulating. She had difficulty naming objects 
and showed some degree of “‘castastrophic 
reaction” toward this defect, but none at all 
if confronted with her blindness. Interest- 
ingly, she was disoriented in space in the 
sense that she could not find the direction of 
objects in her vicinity and could not localize 
the source of sound. She could localize body 
parts. These findings seem to support Schil- 
der’s hypothesis that space orientation is an 
extension of body orientation through the 
medium of vision and perhaps of hearing. 
Our concept of what in the space surround- 
ing us is “left, right, up, or down” presup- 
poses that we conceive of these directions in 
our body scheme first. Thus, some cases of 
anosognosia of blindness are to be explained 
on the basis of a disturbance in the visual 
spatial extension of the body image. If vis- 
ual space, in contrast to “locomotor space,” 
has become meaningless the loss of its utili- 


zation through vision may likewise lose sig- 
nificance. 

But there is still another factor. The dif- 
ferent levels of visual perception lead, as in 
all other perceptions, toward the anterior 
portions of the frontal lobe. Here the mean- 
ing of the function of vision to the individual 
becomes more important than the meaning 
of what is seen. If these areas are involved 
the function and its loss may become rela- 
tively insignificant and the more so the more 
complete the loss of function is. We are 
particularly impressed with Anton’s autopsy 
findings in cases of anosognosia of cortical 
blindness in which he found that fibers con- 
necting the occipital lobe with other lobes, 
mainly the fibers of the fronto-occipital fas- 
ciculus, were destroyed. Superficially, it may 
appear that this is a “psychological compen- 
sation” for a physical defect. Schilder called 
it an “organic repression,” but in a way it is 
more of a psychological regression, an in- 
ferior adaptation on an organic level having 
the qualities of the delusional. But if anosog- 
nosia is an “organic delusion” the organic 
patient may be the better off for having it. 
Not to know may indeed be a blessing. 


Case History 


H. D., a 64-year-old white male, was admitted to 
the psychiatric service of Kings County Hospital, 
April 12, 1949. The patient had been apparently 
quite well until sometime in February, 1949. While 
talking to a member of the family he suddenly 
fell to the floor, unconscious, and it was said that 
his entire body “shook.” He was rushed to the 
Cumberland Hospital in Brooklyn and remained 
unconscious for about 10 hours. His blood pressure 
upon admission was 240/140. Blood chemistry 
studies were reported as within normal limits. A 
cursory neurological examination showed no evi- 
dence of paralysis; the pupils were described as 
unequal but reacting to light. The patient regained 
consciousness within a day and after about a week 
was ambulatory. It was then noted that he was 
apparently blind and confused. A diagnosis of 
“senile psychosis with associated hypertensive heart 
disease and blindness” was made and the patient 
transferred to our institution. 

The history revealed that the father of the patient 
had died in a mental institution at the age of about 
65; it was assumed that he had “hardening of the 
arteries.” The patient was born in New York in 
1885. He completed the seventh grade, when he 
left school and began working for the Brooklyn 
Union Gas Company, where he remained until his 
retirement a few years ago. His services had been 
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ureatly appreciated and he was considered an 
unusually reliable and faithful worker. He had 
never married. He was never seriously ill. There 
was no history of alcohol or of venereal disease 

Physical examination upon admission to Kings 
County Hospital revealed a 64-year-old man who 
appeared to be in fairly good general condition. The 
heart was slightly enlarged to the left and there 
was accentuation of the second aortic sound. The 
blood pressure was 170/112. There was thickening 
of the peripheral arteries. Lungs were normal. The 
abdomen was soft and no masses or enlarged 
organs could be palpated. X-ray of the skull was 
negative. X-ray of the chest revealed old fibriotic 
and calcified foci in the left upper lung field and 
numerous old healed fractures of the ribs, the aortic 
arch was calcified and tortuous. Blood serology 
was negative. Spinal fluid examination was en- 
tirely negative. The urine contained a trace of 
albumin. 

Neurological examination: The patient did not 
walk like a blind man who would use his hands to 
feel his way cautiously, instead he walked with a 
broad-based gait making small steps. There was 
no evidence of paralysis and no lateralizing signs 
of any sort could be elicited. The sensory examina- 
tion, to the extent of the patient's ability to cooper- 
ate, was negative. [xamination of the cranial 
nerves revealed the following essential features: 
the patient was obviously blind; the pupils were 
unequal, fairly wide, and definitely reacting to 
light; the optic disks appeared white. 

The following is an account of an interview on 
the day following his admission: 


(Your name) Correct name—(How old’) 63 
years. I was born in September 1884.—( Where 
do you live?) Correct address.—(Date today ?) 
September 10, 1888 or 1808—(Why are you 
here?) I have high blood pressure.—-( What else 
is wrong with you’) Nothing, I put in 30 years 
with the Gas Company.—(Do you know the 
name of the President of the U. S.?) I voted 
for him, I am stupid. I think it is Taft—( How 
much is 100—7?) 93, no 53.— (5&9) 40— 
( How is your vision?) I have to get my glasses, 
otherwise it is fine—(Do you see well?) Yes 
(How many fingers do you see?) three.—( That 
is wrong) Two [correct]. Do not worry about 
me. I am going to have my glasses.—( What hair 
do I have?) Gray [incorrect]—(Am I bald?) 
Not much.—(Do I have a hunchback?) Partly 
[incorrect]—(1 have only one ear) Yes, sir. 
(Where were you yesterday?) I went over to 
the Gas Company to speak about my pension [in- 
correct; patient was in the hospital.|) (What did 
you eat for supper?) Bread, egg and something 
else. I did not feel like eating much. They have 
good heavy bread.—( What time is it now?) ten 
o'clock [incorrect]—(Can you read?) Yes, sir.— 
(Can you read this newspaper?) [Patient does 
not focus on the newspaper]—(Are you blind ?) 
No, I have to change my _ glasses.—(What is 
standing in this corner of the room?) A chest of 
drawers [incorrect]. 


During another interview a few days later the 


patient gave the following repli 

(How do you feel?) Fine (How long have 
you bee ere ) I came in thi vecek, | do not re 
rie « Who brought he M brother 
[incorrect | (Why?) H ! pressure 
(What is wrong with your eyes?) They are 
kind « weak, | it they ire p v (D 
you see?) Yes, pretty good, if | had a good pair 
of glasses it would be fi [ Ex ner puts a 
pair of glasses on patient.] Thank God, I see 
now better than for the past five years. (How 
do you see w?) Fine (Is it dark or light?) 


there electric lights in the room burning?) No 


{incorrect | Examiner pressed the light switch 
turning the light off.] Now he turned the light 
on, [Examiner put an electric light in front of 
patient's eyes.] The light is on, I can feel the 


heat. [Examiner makes a clicking noise with 
fingers.| Now he turned the light off 


Patient made the correct responses to the 


following 


Raise your right arm, Raise your left leg, Raise 
your left arm, Put your right hand to your 
Put your left hand to your right ear, Show me 


head, 


your left ear, Show me your left thumb, Show me 
our right middle finger 


Ihe patient showed disturbances in finger gnosis 
when approached through tactile and kinesthetic 
stimuli 


(Which finger is this?) [right thumb] Index 

[left little finger] This is the right 
no the left finger, no the right finger— 
finger] Index finger—I[Index finger] 
Fourth finger on right hand—[Thumb on left 
hand] Index finger, left hand.—( Which fingers 
am | squeezing now?) [Both thumbs] Two index 
fingers.—(What am I squeezing now?) Right 
ear. [Correct]—Left ear. [Correct]— (What am 
I toucl now?) Left eyebrow. [Correct]—Put 
one hand on top of the other [Ce rrect]. 


On May 17, 1949, patient was examined 


yy Dr. Kestenbaum, assistant professor of 
ophthalmology, New York University: 


(What is your name?) [Correct answer] 
( How long have you been here?) Seven or eight 
lays [incorrect] —(Who_ brot you here?) 
My brother [incorrect]—(Why?) Because he 
was in the netghborhood.—( What is wrong with 


you?) High blood pressure —( Anything wrong 
with your eyes’) Sometimes I can see and 
sometimes not.—(Do you see the number on 
this paper?) It looks like six [Actually, no paper 


was held before him]. 


The right pupil reacts to light, especially to 
strong light, very definitely. It reacts wherever 
the light comes from so that for the pupilar reac- 


tion the visual field is normal. The left pupil reacts 
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still better to light and the reaction can be elicited 
from all parts of the field. The disks are whitish. 
The borders of the disks are slightly blurred. The 
vessels are a little thin but not to a significant 
degree. There is physiological cupping of the disks. 
The tension of the eyes is not increased. When a 
paper is crushed the patient can look into the direc- 
tion of this noise as well as to the right, left, down- 
wards and, less definitely, upwards. The patient is 
also well able to look at his hand and at other speci- 
fied parts of his body. One can even elicit a slow, 
steady “follow movement” of the eyes when he tries 
to look at his own moving hand. The patient seemed 
to be completely amaurotic. Not even a tubular 
field could be elicited. 

There are 2 possibilities to be considered: (1) 
that it is an arteriosclerotic atrophy of the optic 
disk and nerves with a complete loss of the visual 
fibers but preservation of some pupilo-motor fibers. 
This is seen in some cases of blindness. (2) The 
second possibility is that we are dealing with a 
combination of arteriosclerotic atrophy and central 
blindness (cortical or subcortical) whereby the 
optic atrophy did not result in complete loss of 
vision and of the pupilo-motor reaction whereas the 
central blindness is a complete one. This combi- 
nation will also explain the preservation of the light 
reflex in the presence of complete blindness. I would 
be more in favor of the second explanation because 
the first alternative is seen nearly always in papil- 
ledema and in such cases the reaction to light is 
not as prompt as in this case. The patient is able 
to recognize numbers written on the palm of his 
hand, but definitely better on the left side. The pa- 
tient has no general left-right disturbance. 


A clinical psychological examination was 
performed and the following report sub- 
mitted : 


The patient was most concerned with pleasing the 
examiner. In his compliance he would discuss in a 
rambling manner many topics unrelated to the task 
at hand. He showed much concern in preserving 
the integrity of his body and mind. For example, 
all matters eventually ended with references to his 
former position as a Grade A gas line fitter, which 
he asserted was the highest one could get with the 
Gas Company. He considered his physical condi- 
tion to be essentially good and extolled the value 
of health. Disorientation for time, less for sur- 
roundings, appeared on several tests administered. 
The Wechsler Memory Scale MQ of 62 reflects a 
loss of severe degree: even remote material was on 
many occasions forgotten. Much of his responsivity 
is vague and made up of conventionalities. For 
example, in his confabulations he described the 
examiner as follows: “You are about 48 years 
old, you look all right to me, black hair, shirt, tie, 
all dressed up, I see that, you look fine to me.” He 
offered the examiner a cigar, which was actually a 
butt. He tended to eliminate any unpleasant mental 
content and on the Woodworth Inventory would 
frequently say: “You want to forget things, that 
is better.” No apparent reactions occurred when 


he was told that he was writing off the paper, that 
he was counting wrong, that he was giving contra- 
dictory information. He was highly suggestible 
and could be led to change his responses and deci- 
sions. The projections on the various tests are 
those found in severe personality disruptions caused 
by brain deterioration. He perseverated. Impotent 
attempts to handle tasks were frequent. The 
Wechsler-Bellevue Verbal IQ of o4 and the 
Stanford-Binet vocabulary age of 14 years indicate 
the presence of average inherent capacity but his 
poor judgment, inability to relate matters, and lim- 
ited capacity for concentration preclude any ex- 
tended or integrated form of mental functioning. 
In his present attempts to meet specified require- 
ments he confabulates. In these productions his 
great concern for the integrity of his body is a 
constantly recurring theme. He expresses few inter- 
ests outside the body sphere. Indulgence in sexual 
expression is considered sinful. His responses on 
the tactile Rorschach suggest a sensitivity to and 
longing for human contact. 

Throughout his stay at our hospital the patient 
presented the same mental picture. He was euphoric 
and persisted in his denial of his blindness. He 
showed marked memory defects and a strong ten- 
dency toward confabulation and suggestibility; in 
other words, he presented the characteristc Korsa- 
kow type of mental deterioration. Hallucinations 
were never experienced. Presently he is at the 
Brooklyn State Hospital. 


CONCLUSIONS 


A 64-year-old male patient became totally 
blind following a cerebral vascular accident ; 
there was no paralysis. He presented a 
Korsakow type of psychosis and a persistent 
anosognosia for his blindness. Despite the 
presence of optic atrophy it was assumed 
that the blindness was “essentially” of cen- 
tral origin. It was felt that the anosognosia 
as such was the result of the diffuse cortical 
disease and that a “functional” localization 
was more appropriate than a “topographic” 
one. It is also our opinion that this hypothe- 
sis applies particularly to cases of anosogno- 
sia for blindness and not to those who show 
anosognosia for a defect that involves the 
postural model of the body. 
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ASTROCYTOMA OF THE LEFT TEMPORAL LOBE* 


CoNTRIBUTION TO THE PropLEM OF THE PsyCcHOPATHOLOGY OF EPILEPTIC PERSONALITY 
DisorDER, AND TO THE PROBLEM OF SEMANTIC APHASIA 


EMIL GUENTHER WINKLER, M.D., GERALD V. FREIMAN, M.D., 
AND 
SOLOMON S. LIEBERMAN, M.S. 


Brooklyn, N. Y. 


A 19-year-old, white male patient was ad- 
mitted to the Psychiatric Division of the 
Kings County Hospital, September 7, 1950, 
after a serious suicidal attempt with an over- 
dose of phenobarbital tablets, prescribed for 
his epilepsy. He has had epileptic seizures 
since the age of 13 and showed personality 
changes that were always diagnosed as epi- 
leptic personality traits. In April 1950, 6 
years after the beginning of his epileptic ill- 
ness, he was operated on by Dr. A. Morris 
of Washington, D.C. At that time, the diag- 
nosis of a brain tumor was made. On re- 
moval, it proved to be an astrocytoma of the 
left temporal lobe. 

The reasons for publication are threefold. 

1. To discuss the diagnostic problem of a 
slowly growing brain tumor, which developed 
at an early age, and manifested itself mainly 
in epileptic seizures without any demonstra- 
ble neurological signs. 

2. To discuss the personality changes and 
the dynamic factors in relation to the locali- 
zation of the tumor. 

3. To discuss semantic aphasia, its sig- 
nificance, and to point out the value of psy- 
chological examinations in the diagnosis of 
this disturbance. 


REPoRT 


Since July 1950, the patient had been threatening 
suicide. He frequently played around with razor 
blades in the presence of his family, threatening 
to cut his veins. On September 6, 1950, the patient 
took an overdose of phenobarbital and afterwards 
started to break up the furniture in the home. His 
intention was not to injure himself or any other 
member of the family, but rather to cause damage 
or incur debts for his father, stating, “I want my 
father to spend money on me.” Patient expressed 


1 From the State University of New York, State 
University Medical Center at New York, College 
of Medicine, Department of Psychiatry, Kings 
County Hospital, Brooklyn, New York. 


the wish that if he died his parents, particularly 
his father, should be held responsible for the death. 

Patient had his first mild attack of epilepsy in 
March 1944, at the age of 134, of petit mal type, and 
had as many as 3 to 5 a day. In February 1946, 
he had his first 2 major attacks and was treated 
subsequently by a neurologist for 14 years. The 
patient was hospitalized 2 weeks for observation, 
and it was recommended that he should not return 
to school for some time. Patient had been under 
anticonvulsant medication with dilantin and pheno- 
barbital since the onset of the grand mal seizures. 
He was in his graduating class in grammar school 
in March 1944, when he had his first mild attack. 
At that time, he was voted the most cheerful of 
his graduating class and according to the history 
given by his mother he was well liked by teachers 
and classmates, was known to be cooperative, good 
natured, and honest. In September 1944, he en- 
rolled in a high school but soon became handi- 
capped by his attacks, and as a result, failed sev- 
eral subjects in his first year. 

It was necessary to enroll him as a special stu- 
dent, taking special subjects such as art, mathe- 
matics, and dramatics, and patient was apparently 
doing very well in all these subjects. His mother 
was made to understand, at that time, that patient 
was not able to receive a diploma. In 1947, he 
became a major behavior problem, and the neu- 
rologist who first treated him referred him to a 
psychiatrist. Patient became argumentative at home 
and demanded money in an irrational manner. His 
arguments were apparently impulsive at first, and 
were regarded as epileptic expressions. The psy- 
chiatrist felt that the boy suffered considerably 
from an awareness of inferiority in relation to his 
contemporaries, for which he would attempt to 
compensate, by his dress and in sports. In March, 
1948, he was sent to a private farm school, and 
the principal of this school informed the hospital 
that he was a self-assertive boy. When everything 
went as he wished, he was cheerful and pleasant, 
and he was described as an attention seeker who 
loved the spotlight, boasting about his dramatic 
ability, which, in fact, was good, and about his 
athletic prowess. He was apt to be jealous and 
when in a depressed mood quarrelsome. He had 
several fights. In a fit of rage, he was completely 
unreasonable. 

The mother described patient as an excellent 
swimmer, champion bowler, and an expert basket- 
ball player. He loved to attend fights and wrestling 
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matches. It became particularly obvious that he 
disliked reading, as he maintained that he could not 
concentrate, also that he had no patience to write 
letters. On the other hand, he liked to draw, but 
only on rare occasions did he sit down to do so of 
his own accord. He often expressed the desire to 
become his father’s partner in business. He was 
definitely rejected by his father, showed some in- 
feriority feelings with regard to his 2-years-younger 
sister who was preferred by his father. 

In April 1950, patient was sent to Dr. A. Morris 
in Washington, D. C. The neurological examina- 
tion at that time was entirely within normal limits 
Several electroencephalograms disclosed the pres- 
ence of a left temporal focus. Subsequently, a left 
arteriogram and pneumoencephalogram showed the 
presence of an expanding lesion of the left tem 
poral lobe. On April 25, 1950, at the Doctor's Hos- 
pital in Washington, D. C., a partial removal was 
made of an astrocytoma that projected into the 
temporal horn of the left lateral ventricle. At that 
time, the quick-frozen pathological diagnosis was 
given as meningioma, and consequently a rather 
conservative resection was made. However, in view 
of the later confirmation of the diagnosis of astro- 
cytoma, he was advised to return for a more radical 
resection of the temporal lobe. On May 23, 1050, 
another craniotomy was carried out, with further 
radical removal of the tumor. 

During the first operation by gradual teasing of 
the brain from the periphery of the tumor, the en- 
tire mass was traced to a stalk over the inferior 
mesial surface of the temporal cortex. The entire 
mass was removed. No further attempt was made 
to make an adequate cortical resection because of 
the poor proximity of the opening, but some cor- 
tical resection was made. The posterior temporal 
horn then communicated in 3 directions: (1) an- 
teriorly into the dilated temporal horn, (2) late rally 
and medially into the opening left by the tumor, and 
(3) superiorly and forward into the opening re- 
quired to approach the tumor. 

In the second operation, the intracranial pressure 
was increased and had to be reduced by lumbar 
puncture. The previous area was entered on the 
under surface of the temporal lobe, and the pre- 
viously described cystic area reidentified. The en- 
tire previous removal was circumscribed so that 
normal brain was exposed and all of the periphery 
with the exception of the posterior margin, which 
so closely approximated the angular gyrus that at- 
tempted removal was not made. The tumorous tis- 
sue finally removed measured 8x 4x4 cm. The 
superior temporal gyrus and part of the central 
or middle temporal gyrus were preserved through 
their entire course. 

The gross specimen submitted for examination 
consisted of 2 pieces of light yellow tissue, the 
largest 18 mm. in diameter and reported to be neo- 
plastic formation from the brain. Microscopic sec- 
tions from the brain tissue showed a portion of the 
cortex and medullary area. In certain portions of 
the cortex there was evidence of active gliosis. In 
one area a large blood vessel was observed in which 
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with no hypogenitalism. There was a round 
bone defect in the left temporal area of the skull. 
Neurological examination, which included special 
visual field 
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servations and interviews failed to show any ideas 
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and expressed himself without any difficulty. He 
understood simple questions directed at him. Tests 
for nominal aphasia were indicative of minimal im- 
pairment. He was able to identify and name a 
watch, key, pencil, fountain pen, and a bow tie. He 
read fluently, was able to understand simple sen- 
tences but was unable to tell a story after he had 
read a complex sentence in a newspaper. He wrote 
spontaneously, wrote on dictation and copied with- 
out any difficulties. 

On the full scale Wechsler-Bellevue, patient 
earned a composite IQ of 95 (verbal 94 and per- 
formance 96). However, there is a large intertest 
variability, and on many subtests he achieved such 
high levels as to indicate that he is inherently of 
high average intelligence. He consistently does much 
better in performance tests than in verbal tests. 
The patient’s restricted range of information and 
vocabulary suggests that his language difficulty is 
of a long-standing nature. It would support the 
belief that quite deviant organization of mental 
abilities existed prior to his recent operation. In 
visual-perceptual tests, there is a virtual overdevel- 
opment of function, especially when social evalua- 
tion is involved. This may be related to his un- 
certainty as to whether he is being viewed by others 
in the way he intends. These skills stand out as 
compensation for defect. They have an obsessive 
quality that emphasizes their defensive role. Since 
he is uncertain, it leads him to acute distress in 
interpersonal relationships. 

In general, he evidences excellent memory and 
mental control, as seen in tasks of arithmetic, digit 
retention, extended sequences, and memory for vis- 
ually presented material. However, when he reads a 
complex passage, or has it read to him, he is un- 
able to recapitulate the meaning. This may be due 
to a lack of understanding of the concepts involved 
or to difficulty in delayed recall or to both. In 
Block Designs, he is able to analyze and synthesize 
fairly well. Nevertheless, when he has to organize 
the amorphous blots on the Rorschach, he takes 
refuge in vagueness and circumlocutions and at 
times seems to suffer from aphasic difficulty in 
verbalizing generic concepts. Occasionally, there 
is retardation in naming simple objects. Thus, 
his initial response to plate I is, “This is like a 
game we played, a kid game, you spin something 
and it would spread out.’’ On inquiry, he is unable 
to be more explicit. 

The patient has marginal awareness of his in- 
trinsic capacity and his inconsistent inability to ex- 
press himself on that level. This is poignantly and 
literally portrayed in his Machover Figure Draw- 
ings(1). His difficulty in expression is indicated in 
his readily proffered thematic label, “She doesn’t 
feel well, can’t talk, wants to see a doctor, so she 
has a sign.” The patient’s sense of impotency and 
helplessness is graphically seen in his literal show- 
ing of castration of limbs in his drawings. In reac- 
tion to these feelings, he maintains childish aspira- 
tional levels. This may be derived from his first 
drawing of a very large head. The frustration of 
these aspirations then becomes conducive to in- 
fantile, paranoid outbursts and hostility that is di- 
rected intrapunitively. 


He is being seen on an outpatient basis by one of 
us (EGW). The social service referred him to the 
State Vocational Rehabilitation Service for the 
problem of vocational training. No results have been 
achieved as yet by patient's contact with this agency. 
He still manifests his egocentric and dependent 
attitude. 

He is unrealistic in regards to his future plans, 
speaks of his good artistic abilities, is somewhat 
grandiose concerning future enterprises, is not co- 
operative in accepting constructive plans for choos- 
ing a trade requiring manual skills. He is still 
under neurological observation but shows no signs 
of increased intracranial pressure or new abnormal 
neurological signs. 


DiscussION 
DIAGNOSTIC PROBLEM 


No diagnostic problem existed when this 
patient entered our hospital in the midst of a 
psychotic episode. The etiological diagnosis 
had been revealed, when 5 months prior to 
his admission he underwent a craniotomy, 
and an astrocytoma of the left temporal lobe 
was exposed and removed in 2 stages. 

This case, however, has presented a defi- 
nite diagnostic problem preoperatively. The 
occurrence of epileptic seizures, with onset 
during childhood, and marked personality 
changes, which are frequently concomitant 
with the same, led to the psychiatric diag- 
nosis of epileptic personality disorder. It was 
only upon request for neurosurgical interven- 
tion, for the alleviation of the progressively 
disturbed mental picture, that detailed labora- 
tory investigation led to the exposition, of a 
focal lesion. 

Some years ago, Penfield(2) stated that 
in every adult whose epileptic seizures begin 
after the age of 20 the epileptic state should 
be considered as symptomatic of some other 
condition. In the same paper he pointed out 
that “modern methods, imperfect though 
they are, could be effective in a higher per- 
centage of cases if greater attention were 
paid to classification.” He grouped all epi- 
leptic patients primarily under one of the 3 
diagnoses: (1) cerebral seizures as caused 
by encephalomalacia, hypoglycemia, or un- 
known causes, (2) focal cerebral seizures, 
and (3) idiopathic epilepsy. Our case started 
with epileptic seizures at an early age, and 
the diagnosis of idiopathic epilepsy was made 
on the basis of the history, the age of the pa- 
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tient, and by the absence of gross neurological 
findings. 

There was, however, one symptom that 
could have made one suspicious of a focal 
lesion at an early stage of the disease. This 
symptom consisted of transitory aphasic 
states following the epileptic seizures. The 
patient stated that, following an epileptic sei- 
zure, he was fully conscious, saw everything 
around him, but could not understand what 
was spoken to him, and could not speak. Ac- 
cording to information obtained from the pa- 
tient this symptom was persistent after each 
attack. 

Aphasias occurring after epileptic seizures 
are not definitely pathognomonic of a focus, 
and many authors list aphasia as a symptom 
occurring in the postictal phase of idiopathic 
epilepsy. It is, however, known that aphasias 
occurring in paroxysms should always cast 
suspicion of pathology in the dominant hem- 
isphere of the brain. In retrospect, it can be 
stated that, even in the absence of any other 
gross neurological findings, the history of 
postictal aphasia should lead one to investi- 
gate more carefully before a diagnosis of 
idiopathic epilepsy is made. The latter diag- 
nosis should be made only after every other 
possibility is ruled out. 

Thompson and Raney(3) reported a case 
of a 12-year-old boy who had been suffering 
from epileptic seizures for 4 years, and owing 
to the fact that he had no definite neurologi- 
cal signs the case was diagnosed as idiopathic 
epilepsy. The patient died before brain sur- 
gery could be performed, and the autopsy 
showed a gliomatous cyst of the left frontal 
lobe and a mural nodule in its uppermost 
portion. The histological report was that of 
a protoplasmic astrocytoma. The author em- 
phasizes the fact that his case had been 
studied by 3 physicians for a period of 3 
years as one of idiopathic epilepsy, and states 
that any case of epilepsy under treatment 
should be constantly reviewed with the uti- 
lization of further diagnostic procedures be- 
fore such a diagnosis is made. 


SemAntic APHASIA 


This patient showed signs of semantic 
aphasia and semantic alexia on a more de- 
tailed neuropsychiatric and psychological ex- 
amination. He was able to speak fluently, 


could understand simple questions, could read 
aloud, and could write fluently on dictation, 
by copying and spontaneously. His spelling 
was not disturbed to any considerable extent. 
ever, found that he had definite dif- 
ficulties in understanding complex passages. 
For example, he was frequently unable to 
recapitulate the meaning of a newspaper ar- 
ticle that was read to him, or that he himself 
read. On certain occasions, he had difficulties 
simple objects, and it was felt that 
the deficiency of this function had set in at 
an early stage of his development, probably 
many years prior to the operation. The fact 
that his vocabulary was so restricted suggests 


It was, how 


in naming 


that his language impairment occurred early 
in his developmental history, and that he had 
not developed his speech and reading func- 
tions to a degree in accord with his natural 
intellectual endowment. The patient had a 
performance ability that indicated at least 
high average intelligence ; this was in definite 
contrast to his low scores in the vocabulary 
sphere, and particularly to his difficulties in 
understanding complex passages. 

The conception of semantic aphasia was 
first coined by Head(4). Semantic aphasia 
means inability to understand the significance 
of complex passages. We have to differen- 
tiate semantic aphasia and semantic alexia 
from the following disturbances : 

(1) From gross aphasic and alectic symp- 
toms. We have mentioned before that patient 
is neither grossly aphasic nor alectic. He 
understands everything that is spoken to him, 
speaks fluently, reads fluently and without 
any difficulties, understands easy and uncom- 
plicated sentences. Patient’s disturbance is 
in the higher spheres, that is, in understand- 
ing the significance of complex passages, 
and in his ability to read a newspaper, to fol- 
lowa bo« Kk, or to follow a speech. 

(2) From low or defective intelligence. 
Nielsen(5) discusses this problem under 
“aphasia on a higher level,” and emphasizes 
the difficulties in neurological disturbances. 
He states that a physician comprehends much 
more of a medical article than does an attor- 
ney, and the reverse is true of a legal docu- 
ment. “It is questionable whether anyone 
ever covers the full significance of what an 
author writes, and we must, therefore, all 
have semantic aphasia if we use the old ter- 
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minology.” Our patient showed definite dif- 
ficulties in understanding passages that are 
easily potential. This patient’s high average 
intellectual capacities as found by psycho- 
metric tests and his good performance in the 
block designs distinguish his case from that 
of a mental defective, or from that of a per- 
son with dull intelligence. 

(3) From reading disability. This is a 
dysfunction that sets in at a much earlier 
stage and manifests itself in a disability to 
perform reading in its most elementary func- 
tions. Our patient is, as we have mentioned 
before, able to read. 

The arrest of his development has taken 
place at a much later stage, at that stage when 
young persons try to increase their range of 
knowledge by reading books or attending lec- 
tures. The psychological tests, which must be 
evaluated in the light of patient’s whole per- 
formance, furnish proof of the importance of 
the clinical psychologist as an aid to neuro- 
logical and psychiatric diagnosis, and we 
might say, retrospectively, that an early psy- 
chological test could have focused our atten- 
tion on this kind of disturbance. Of course, 
these signs could be evaluated only in com- 
bination with the other clinical and laboratory 
findings. 

We have to consider, in addition, the fact 
that we were dealing with a slowly growing 
tumor, the symptoms of which appeared in 
the developmental years and arrested pa- 
tient’s development in the semantic sphere. 
The theory of John Hughlings Jackson, that 
after a lesion in the dominant hemisphere 
the nondominant takes over its function, 
must be given particular consideration for 
the proper interpretation of this case, inas- 
much as a tumor had developed slowly in a 
young person, whose brain showed much bet- 
ter compensatory functions than at an older 
age. In our case, Dr. Morris made the state- 
ment that the Wernicke’s sensory speech area 
was not approximated by the operation and 
that the patient did not show any gross 
aphasic symptoms postoperatively. The fact 
that patient showed temporary aphasic symp- 
toms immediately following the convulsion 
might be taken as proof that the left hemi- 
sphere had attained dominance before pa- 
tient’s sickness started. At any rate, the most 
primitive functions in reading and word un- 


derstanding were preserved, while the higher 
functions of understanding complex passages, 
of comprehension, were not developed. 

In the discussion of semantic aphasia and 
semantic alexia, we cannot disregard the 
emotional component and, in our case, pa- 
tient’s personality development. The emo- 
tional component became obvious in the his- 
tory, which stated that patient showed a cer- 
tain aversion toward reading and felt inferior 
because he was unable to read a book and 
compared his inability in this sphere with 
the better achievements of his friends. Niel- 
sen(5) pointed out that disturbances in the 
higher spheres depend upon patient’s training 
and experiences, and cannot be traced to a 
certain focal lesion. Modern concepts about 
brain physiology always stress the connec- 
tions of the cortex with the diencephalic 
structures, which represent the dependence of 
the higher associative functions upon the 
emotional drives. Kurt Goldstein’s theory, 
that loss of abstract thinking and subsequent 
regression to concretization are the essential 
features of any cortical lesion, is regarded by 
some workers in this field (Schlesinger (6) ) 
as an oversimplification. Goldstein’s approach 
does not serve us for proper understanding 
of our patient's symptomatology, and we 
must understand our case in the light of pa- 
tient’s lesion, its size and localization, his 
emotional development, which was grossly 
influenced by the pathology described, and in 
the light of patient’s inherent psychological 
makeup. 


PERSONALITY CHANGES AND BRAIN LESIONS 


These considerations arouse interest con- 
cerning the relationship between patient’s 
personality changes and his brain lesion. 
Previous workers in this field have always 
felt unable to make a proper localization from 
the mental picture that the patient presents. 
Kinnier Wilson(7) states that “every neu- 
rologist with experience must agree that 
localizing value of mental symptoms in cases 
of cerebral tumor is practically nil.” The 
interest in localization of mental symptoms 
and localized lesions was evoked the first 
time by the observation of O. Foerster and 
Gagel(8), who found during an operation of 
an ependymal cyst of the 3rd ventricle that 
faradic stimulation of the anterior portion 
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of the hypothalamus causes the picture of 
a manic psychosis with overtalkativeness, 
elated mood, and flight of ideas. Recently, 
Oppler(g) published a case of parasagittal 
meningioma that showed a manic psychosis 
that cleared after the removal of the tumor. 
This patient had been under treatment for 
some years because of epileptic convulsions. 
Nielsen( 10) mentioned various psychiatric 
disturbances found in a series of brain tumor 
cases, In 1941, Kanzer(11) in a paper about 
personality disorders in brain tumors came 
to the conclusion that slowly growing tumors 
manifest themselves in gradual progressing 
personality defects, whereas the fast growing 
tumors showed the picture of an acute psy- 
chosis with delirious symptoms. Kanzer paid 
some attention to the premorbid personality, 
stating that the “type of clinical picture which 
develops 1s influenced by the premorbid per- 
sonality.” The question about the causation 
of mental symptoms in brain tumors was 
taken up recently in an extensive review by 
Benno Schlesinger(6). This author men- 
tioned the 2 main trends in interpretation, 
the pathophysiological trend to explain the 
psychiatric manifestations by location of the 
lesion, its histological type, and its extending 
character; while the psychological school 
interpreted the mental changes as attempts 
on the part of the patient to cope with an 
altered life situation. 

Our own case showed that we can combine 
both trends. We have to consider the lesion, 
which is localized at the left temporal lobe, 
and at the same time pay attention to the 
fact that this slowly growing tumor developed 
during patient’s adolescent years, which play 
an integral part in the individual's person- 
ality development. It has been stated before 
that the patient was diagnosed as a case of 
idiopathic epilepsy with epileptic personality 
disorder. Important contributions have been 
made in recent years as to the role that the 
temporal lobe plays in the great number of 
epilepsy cases, particularly in psychomotor 
epilepsy. Psychomotor epilepsy manifests it- 
self in grand-mal seizures, clouded states, and 
the interparoxysmal irritability whose main 
symptom is patient's explosiveness, often 
leading to violent acts and apprehension by 
the law. McDermaid and Winkler( 12) dis- 
cussed in a recent paper the role that epilepsy 


plays in perpetrating homicide. These cases 
of psychomotor epilepsy frequently show 
typical electroencephalographic changes in 

temporal lobes. Gibbs(13, 14), 
Jasper(15), Penfield(16, 17), and Morris 


(18) have made numerous contributions to 


one or both 


the pathophysiology of this disturbance, and 


have achieved good therapeutic results by 
excision of the tip of the temporal lobe after 
the lesion had been verified by electroen- 


cephalography. 

We, however, have not been able to verify 
in the literature one case of temporal lobe 
tumor that manifested itself in an epileptic 
personality disorder. As mentioned above, 
the of this that the 
tumor grew slowly during adolescence. We 


characteristic case is 
cannot consider organic changes of a brain 
lesion as being in a vacuum, and we must 
regard them in connection with his environ- 
ment, which influenced his personality devel- 
opment. There is definite evidence that pa- 
tient was rejected by his father, and that he 
reacted to this rejection by an overdepend- 
ency on his mother, by inferiority feelings, 
and by self-consciousness of having a handi- 
capping physical disease. These mental reac- 
tions, in turn, must be understood together 
with certain pathological trends in his emo- 
tionality, which we considered as manifesta- 
tions of his brain lesion. The explosive trri- 
tability characteristic of epileptic personality 
disorder complicated the above-mentioned 
mental reactions such as dependency and in- 
feriority feelings, which in turn gave rise to 
other explosive outbursts and further con- 
flicts with his father. Patient’s egocentricity, 
as well as explosive irritability and his per- 
sonality problems as they have been de- 
scribed, became particularly obvious during 
the psychotic episode that led to the observa- 
tion at our hospital. Patient expressed in a 
vivid manner feelings of rejection by his 
father, had delusions of persecution, saying 
that his father wanted to get rid of him, and 
made a suicidal attempt motivated by his in- 
feriority feelings about his handicap. This 
episode cleared up one to two days after ad- 
mission and might be explained on the basis 
of his explosiveness. He did not show any 
gross psychotic symptoms afterward, and 
there is no evidence of a chronic psychotic 
condition. We mentioned before that we 
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must understand his deficiencies in the se- 
mantic sphere in the light of his personality 
disorder too. 

Schlesinger (6) found that the frequency of 
mental changes depends first and foremost 
on the site of the lesion and considers the size 
of the neoplasm, the histological type, and the 
intracranial hypertension as secondary in im- 
portance. The unilateral tumors of frontal 
and temporal lobes showed an equally high 
incidence of mental disturbance. Schlesinger 
pays particular attention to frontal and tem- 
poral lobe tumors, and discusses in some 
length the fronto-temporal association tracts, 
which he describes as recursive in character ; 
and this close association between frontal 
and temporal lobes explains the similarity of 
the symptoms. While he did not find a par- 
ticular lateral dominance in frontal lobe 
tumors, his statistics showed that the left- 
sided temporal lobe tumors showed mental 
changes more frequently than right-sided 
temporal lobe tumors. The frequency of 
mental changes increases in direct proportion 
with the distance of the tumor from the 
Rolandic region. 

In a recent article Nielsen( 19) discussed 
the connections between frontal lobes and 
emotion, stating that the frontal lobes are 
profoundly concerned with emotion by virtue 
of the cingulate gyrus—orbital cortex connec- 
tion, and the orbital cortex—temporal lobe 
connection. Frontal symptoms might occur 
without frontal lesions in cases in which 
areas projecting to the frontal lobes are in- 
volved. In general, the cingulate gyrus prob- 
ably serves the functions of recognition of 
instinctive drives. The frontal-temporal con- 
nections are essential to normal instinctive 
behavior. 

According to the report by Dr. Morris, it 
was found in our case that the inferior por- 
tions of the temporal lobe were mainly in- 
volved and removed during the operation. It 
is the basal portion of the temporal lobe, as 
well as the frontal lobe, that plays an impor- 
tant part in instinctive behavior inasmuch as 
the connections go via the cingulate gyrus, 
which in turn is connected with the anterior 
thalamic nucleus. 

Russell(20) stated that the prefrontal 
areas are not primarily connected with mem- 
ory or with intelligence, but with the control 


and development of emotional reactions. The 
frontal lobes assert a decisive influence upon 
the emotional and intellectual development 
of the growing individual and become less 
important with advancing years. He states 
that “by early and middle life they already 
have done much of their work by condition- 
ing and moulding the behavior responses of 
the individual.” This is in line with our case, 
which gave an example of the involvement 
of the left temporal lobe by a tumor that 
grew in the adolescent years and disturbed 
the equilibrium of patient’s emotional devel- 
opment. 


SUMMARY 


The case reported is that of an astrocytoma 
of the left temporal lobe in a 19-year-old boy 
with epileptic seizures, the typical epileptic 
personality changes, and a deficiency in the 
semantic sphere. This case is considered as 
a contribution to the development of semantic 
aphasia and semantic alexia as well as to that 
of psychopathology of the so-called epileptic 
personality disorder. 


We are deeply indebted to Mr. Murray Gegner 
of our social service staff and Dr. Arthur Morris 
of Washington, D. C., for their valuable contri- 
butions in making this publication possible. 
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GROUP THERAPY FOR PARENTS OF BEHAVIOR PROBLEM CHILDREN 
IN PUBLIC SCHOOLS ' 


FamLurE OF THE MetrHop In A Necro ScHooL 


JANE KAHN, M.S. W., A. D. BUCHMUELLER, M.S. W., 
AND 
MARGARET C.-L. GILDEA, M.D. 
St. Louts, Mo. 


The St. Louis group therapy program for 
parents of behavior problem children was 
originally based on the concept that abnor- 
mal behavior in preadolescent children arises 
fundamentally from problems in the home. 
The school was chosen as the most meaning- 
ful setting for this group operation, since, in 
most instances, the school teacher is the first 
person outside of the home who encounters 
the child regularly. The teacher is thus the 
natural case finder of children whose behav- 
ior is skewing from the norm. Further, the 
school setting is particularly advantageous 
for such a program because therapy can fit 
smoothly into the broad educational program 
without requiring the parent to face ‘‘bad- 
ness” or “delinquency” as in a police or pro- 
bation procedure. The parent is also pro- 
tected from having to cope with the idea of 
mental illness, as is implicit in referral to a 
child guidance clinic. Beyond this, it is also 
hoped that early case finding and immediate 
treatment will abort much misery and that 
operation of such a project on the school 
premises will assist the school personnel to 
a greater awareness of problems arising in 
children’s emotional development. 

That this plan is a successful treatment 
method has been shown by the operation of 
5 groups in 5 white schools. Details of this 
method and its results have been previously 
reported(1, 2). Briefly, it was found that 
80% of the children whose parents took part 
in therapy groups showed behavior improve- 
ment. Fifty percent returned entirely to 
normal. On the other hand only 20% of 
the children referred at the same time whose 
parents did not take part in groups showed 
noticeable improvement in their behavior. 


1 Read at the 107th annual meeting of The Ameri- 
can Psychiatric Association, Cincinnati, Ohio, May 


7-11, 1951. 


St. Louis is a “border city,” with a com- 
pletely segregated school system. Part of 
the original plan was to set up a group in 
a Negro school district, and N School was 
selected. It was considered inevitable that 
extremes of environmental conditions, either 
rich or poor, would overshadow emotional 
factors; therefore, choice of the N School 
was determined in part because it serves one 
of the best housed Negro neighborhoods, 
only recently populated by Negroes. At the 
time of selection it was thought that most of 
the school families here did not suffer from 
extreme poverty. Another important con- 
sideration in the choice of N School was 
the fact that the principal was most inter- 
ested in the community and its school chil- 
dren. She was also a personal friend of 
several Board members, and her cooperation 
could be counted upon. 

Despite legislative efforts and much work 
by interested citizens, most educational fa- 
cilities in St. Louis’ segregated areas are in- 
ferior to corresponding white facilities. N 
School is no exception. Physically it is most 
inadequate. The building is old and in poor 
repair. Until the middle 1940's, this had 
been a “white” school, but the migration of 
Negroes into the area had changed its status. 
Now 19 teachers in 18 classrooms housed an 
average of 45 students to the room. Only 
2 rooms were not occupied as regular class- 
rooms. These two were used as office, in- 
firmary, remedial reading room and teachers’ 
lounge. There were no indoor recreational 
facilities of any kind and the outdoor play 
areas were much too small for the school’s 
goo children. Space, other than that used 
for classroom work only, was so limited that 
the group therapy meetings had to be held 
in a small basement room adjoining the 
furnace room. This space was also continu- 
ously used as a storage and work area. 
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This report covers the work done in N 
School from November 1948 until the close 
of the school year in June 1949. Following 
the usual procedure, initial contact was made 
with the principal to discuss the program in 
general and lay out plans. The director of 
the project, a psychiatric social worker, made 
the first contact with the principal and also 
presided at the first meeting held with the 
teachers. In the usual way, he told them the 
aim of the program and explained that an 
important initial step was the teachers’ ability 
to recognize and refer children with prob- 
lems. His presentation seemed to meet with 
prompt acceptance and average understand- 
ing. The primary unit (kindergarten, tran- 
sition unit, Ist, 2nd, and 3rd grades) was 
decided on as a starting point, and a meeting 
was called with the parents of primary unit 
children to continue the interpretation of the 
program. At this point school personnel and 
parents appeared much interested. The re- 
sistance that later developed was not evident 
then. Again, following the usual routine, 
the regular worker, a white woman psychiat- 
ric social worker, met with the teacher in 
each primary unit room to discuss those 
children presenting the chief behavior dif- 
ficulties. The principal jomed in most of 
these discussions and in the decisions regard- 
ing referral. In almost all cases, referrals 
came directly from the teacher, although, in 
a few rare instances, the principal or thera- 
pist selected the child. 

Method of procedure was the same as had 
been used successfully in the white schools. 
The principal invited the mother to come in 
to discuss the child’s problems, and then in- 
troduced her to the worker who interpreted 
to her the problem, the method, and pro- 
cedure in a standard casework interview. 
Sometimes more than interview 
necessary before screening was satisfactory 
and referral to the group or to another re- 
The mothers thus pre- 


one was 


source was made. 
pared were invited to the group and accepted 
the appointment for a specific time and place. 
However, this method, which had proved 
successful in the 5 white schools, failed in 
the N School. A consistent therapeutic pro- 
gram was never formed because of strong 
resistances that developed(3, 4). 

Cause of the failure did not lie in the re- 
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erra ince these, especially 1 1e kinder 
rten and transition umit; were numerous 
varie In both these grouy ises of 
and shyness were re 
iS a rmal and referred with understanding 
i tere The failure occurred t the 
point vhere the nothers, who had been re- 
ferred and screened, failed to ippear tor the 
dates the) had ac “pte 1 It was a failure of 
passive resistance, the most difficult of al 
to deal wit 
Altogether 49 parents, representing some 
54 childre were invited to see the therapist 
to discuss their children’s problems. More 
than this number were discussed with the 


principal and teachers, but eliminated before 
interview for a variety of reasons. Of these 
invited parents, only about half came in re- 
sponse to the principal’s original invitation 
to discuss the child’s problems. In the 3 dif- 
ferent districts over three- 
fourths of the invited parents came to the 


white school 
first interview. 

This initial resistance was discussed with 
the principal who suggested several explana- 
tions. In the first place, the rapport between 
the principal and the parents was not very 
good. The principal said she got little co- 
operation and felt that Negroes, generally, 
were distrustful of anyone in authority, even 
another Negro. Especially they resented in- 
terference in their personal lives, from what- 
ever source. Second, the parents had never 
really established a pattern of participation 
in any school activity, partly because there 
was no space they could meet as a group. 
Third, a previously unrecognized factor ap- 
peared in the extreme poverty and substand- 
ard living conditions of many of the families. 
The large homes in the area had been con- 
verted into overcrowded houses. 
Waves of unemployment affected the people 
living here and thus, despite the care used in 
selecting N School as being in a district 
this situation could be avoided, con- 


rooming 


where 
cern of many of these families with poverty 
and living conditions actually did overshadow 
their emotional problems. Fourth, there were ; 
many broken homes, and working mothers 
in this group were so concerned with the fun- 
damental necessities of feeding and housing 
their children that the child’s behavior seemed 
very secondary to them(5, 6). 
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Only 25 parents responded to the initial 
invitation, and 13 of these were recommended 
for group therapy. Only 9, however (or 
18% of the total referrals), attended a meet- 
ing, whereas approximately 40% of total re- 
ferrals in the white schools participated in 
the groups. The children represented by 
these N School mothers were of generally 
average intellectual ability and school failure 
was not a particularly prominent difficulty 
here as it was in the white schools. The chief 
complaint against these youngsters was in 
their social adjustment. Most of them had 
difficulty in getting along with other children 
because of extreme aggressiveness, though 
a few were unable to make successful social 
contacts because of shyness, and unusual 
fearfulness. 

The general atmosphere of N School dif- 
fered from that of the white schools, partly 
because of its very inadequate facilities. 
Strict discipline was expected by the princi- 
pal and a majority of the teachers. The small 
crowded rooms made this a necessity and, 
for this reason, corporal punishment was 
frequently used. Only a few of the teachers 
allowed the children much freedom. There 
was little recreation time and very poor fa- 
cilities to help release excess energy. Thus 
disciplinary problems concerned the teachers 
most: temper outbursts, demanding behav- 
ior, and general lack of cooperation. 

In contrast to this general concern about 
behavior, one of the most interesting facts 
was the lack of reports on true delinquency. 
Stealing actually was reported in only one 
case, that of a 6-year-old girl in the transi- 
tion unit. No sexual problems or truancy 
were referred, although a very few truancy 
and stealing problems were mentioned and 
discussed briefly, without the families being 
contacted. However, the therapist was aware 
that true delinquency was present in the 
school, since the principal mentioned cases 
in which police or juvenile officer had been 
involved. At no time were any of these cases 
referred to the worker, and it was obvious 
that both principal and teachers protected 
the Negro children from the white worker. 
(However, in the H School(2), a white 
school, no sexual problems had been re- 
ported either, although other kinds of de- 
linquency were referred.) 


Among the parents much feeling about 
status and position was evident. All the 
mothers had worked for extended periods 
during their children’s lives and 2 were em- 
ployed full-time, 3 part-time, at the time of 
referral. More than half were domestics and 
these were looked down on by the 3 more 
educated mothers. The fathers involved 
showed the same spread of occupations. 
While 3 were professional persons, more 
than half were laborers. The variation in 
occupations was more significant in status 
and prestige than in income. Of this re- 
ferred group, all had middle-class incomes, 
except for one that was substandard. None 
was receiving relief. More than half of the 
children came from broken homes, as was 
also the case in one of the white schools 
(J School (2, 6)). 

The first group meeting was held Janu- 
ary 6, 1949, at which time 4 of the invited 
mothers attended. Meetings were held weekly 
until April 10, after which never more than 
one mother came, and, at times, none. A re- 
view of these meetings lights up some of the 
reasons for poor attendance and the ultimate 
failure to form a group. At the first meet- 
ing there were 4 mothers. Leadership was 
assumed very early by Mrs. Guide and, as 
usual, considerable time was devoted to gen- 
eral discussion of the problems. A play for 
acceptance by the worker was immediately 
made by Mrs. Guide and Mrs. Second, both 
college graduates, who brought up the sub- 
ject of their own educational achievements, 
in implied contrast to the lack of education 
of the others. Resentment against this su- 
perior attitude was not expressed. However, 
at the second meeting, Mrs. Guide was the 
only mother who returned. Three mothers, 
who had been invited but who had not come 
to the preceding meeting, were present, and 
there was also another mother who happened 
to be in the principal’s office just before the 
meeting started and was sent in. She was 
quite unprepared for the intimacy of the 
group and never came back. The discussion, 
begun aggressively by Mrs. Guide, was 
quickly taken over by Mrs. Talker and Mrs. 
Supporter whose interests centered on sex. 
Obvious hostility developed between Mrs. 
Talker and Mrs. Guide, the latter becoming 
markedly disturbed partly because of the 
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paranoid and degraded sexual content of 
Mrs. Talker’s discussion, and partly because 
leadership was wrested from her. She cut- 
tingly opined that the activities they de 
scribed must be due to the inferior neighbor- 
hoods in which they lived, and tried to align 
herself with the mother sent in by the princi- 
pal who appeared to be in a higher cultural 
group. There was so much hostility and 
tension that the worker was impotent. [it- 
terness and competition between 2 social and 
cultural groups effectively barred the de- 
velopment of any group feeling. 

At the next 5 meetings, there were never 
more than 2 mothers present, and no one 
attended one meeting when the weather was 
extremely bad. Mrs. Second and Mrs. Grand- 
mother, who was an elderly uneducated and 
insecure person, came most regularly. The 
latter was most defensive about her family 
difficulties and was unable to admit any nega- 
tive feelings. In many ways this was also 
true of Mrs. Second, whose need for social 
position was extremely strong although she 
and her husband were both teachers. At 
first neither mother could criticize the school 
or express any resentment; however, after 
much acceptance and encouragement a prob- 
lem came out. Both were very dark in color 
and, since skin color is a very important 
status determinant within the Negro group, 
both felt that their children, who were also 
dark, were discriminated against by a certain 
teacher. This was almost the only direct ref- 
erence to racial characteristics or racial prob- 
lems; and this focus for ill feelings was 
brought out only after the mothers had been 
seen regularly over a period of several weeks. 
Shortly after this they both became very ir- 
regular in attendance. Perhaps they could 
not stand the fact that their reserve had been 
broken through and hostile feelings expressed 
against members of their own race. 

At the seventh meeting of the group, 3 of 
the mothers who had attended previous meet- 
ings returned. Also present were 5 mothers 
who came because of an announcement made 
by the principal at a P.T.A. meeting. None 
of these 5 new members was aware of the 
purpose of the group, but thought it was 
to be a “lecture” on child problems. On 2 
previous occasions, without the therapist’s 
knowledge, the principal had sent individual 


mothers to the group sessions. But the pres- 
ence of these 5 unprepared mothers was dis- 
turbing both to themselves and to the moth- 
ers who had 


meetings and 


of their therapeutic purpose. 


attended other 


were aware 
Several of the new mothers were reluctant 
to discuss their children with “strangers.” 
Their presence also inhibited some of the 
“regular” mothers. Only one of these unex- 
pected mothers returned for further help, 
and there was really no regular group at- 
tendance after this. 
In April, when it 


group psychotherapy 


became apparent that 
based on the method 
used in other schools had failed in N School, 
the group was abandoned for the remainder 
of the school year. The mothers who really 
wanted help were individual case- 
work sessions. Meanwhile, in meetings with 
the teachers and principal, as well as with 
the agency staff, the causes of the failure of 
this program at N School were studied. 


seen in 


There seemed to be 3 breaking points in 
the group development. The first was when 
Mrs. Guide and Mrs. Second lined up against 
Mrs. Talker and Mrs. Supporter in compe- 
tition for the floor and in hostile status fight- 
ing. The second hiatus occurred after Mrs. 
Grandmother and Mrs. Second admitted to 
the white worker that their darkness and the 
color of their children seemed an insupera- 
This 
meaningful confidence was followed by a 
prolonged withdrawal, a situation that may 
happen in all therapeutic relationships but is 
probably more destructive when the relation- 
ship is developing in a person with strong 
minority feelings and the constant fear. of 
being personally unacceptable. The third dis- 
ruption was caused by the frequent unas- 
similated presence of the unprepared moth- 
ers, repeatedly interjected into the meetings 
by the principal because of her great desire 
to have the project succeed and to have the 
school parents cooperate satisfactorily. 

Final analysis showed that of the 1o chil- 
dren represented by the 9 mothers who at- 
tended one or more group meetings, there 
was improvement in only 5, and one of these, 
Mrs. Second’s son, became quite difficult 
again after his mother discontinued treat- 
ment. It is interesting to compare this 50% 
or less improvement in the N School with 


ble obstacle to any kind of success. 
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the 80% improvement in the J and H white 
schools. The 4 mothers representing the 5 
children in the N School in whom there was 
improvement were the ones who attended 
most meetings, whereas the failures were in 
the children represented by the least partici- 
pating mothers. The conclusion is drawn, 
then, that where the mothers participated to 
some degree improvement was seen in the 
child; and that the failure of this program 
lay in the inability of these parents to accept 
and deal with their parental responsibility as 
a primary issue uncontaminated with other 
social concerns, rather than in the failure of 
the group method itself. 


DISCUSSION 


Two related factors led to the failure of 
the group psychotherapy program in the N 
School. The first centered around the hos- 
tility and distrust of the Negro toward the 
person in authority, white or colored, ex- 
pressed in continual passive resistance and 
general unreliability. This has been reported 
before in casework with Negro clients(3). 
The pattern was never one of argument, but 
rather of accepting the point of view without 
demur, accepting the appointment, and then, 
in at least 50% of cases, not keeping it. In 
this school, one-third of the worker’s time 
was wasted because of broken appointments ; 
in contrast, less than one-tenth of the time 
was similarly wasted in 4 white schools. That 
this chronic distrust was, to some extent, also 
present in the school personnel was shown 
by the fact that they regularly protected 
the delinquent child from contact with the 
worker, and were none too reliable about 
keeping appointments themselves. 

The second cause of failure was the gen- 
eral educational-cultural level of the Negro 
community. An attitude existed that behav- 
ior problems were caused by discrimination, 
social inequality, and other minority prob- 
lems, rather than by defects in parent-child 
relationships. This attitude concerned not 


only white discrimination against Negroes, 
but also light Negroes against dark, educated 
against uneducated. Although feelings of dis- 
crimination can be defined in any cultural 
group, here they carried so much weight 
that little need was felt te consider the per- 
sonal responsibility of parent for child. Many 


parents feeling utterly helpless in the face 
of discrimination were therefore passive 
and, like all passive people, bore a large 
burden of resentfulness. Deviations were 
then met by further discipline toward pas- 
sivity. Suppression was the goal worked 
for, and corporal punishment a usual method 
for achieving it. 

A normal tool for developing understand- 
ing of any program in the community is the 
Parent Teachers’ Association. Active white 
P.T.A.’s in St. Louis have stressed the emo- 
tional development of children, and the par- 
ent-education agency has met with consider- 
able success in these groups with a film and 
discussion program dealing with parent-child 
relationships. However, like its school sys- 
tem, the St. Louis P.T.A.’s are completely 
segregated. The recently organized Negro 
P.T.A. does not as yet operate consistently 
in all the Negro schools, including the N 
School. Also, no courses are offered in child 
psychology at the Negro teachers’ college. 
This general educational defect and lack of 
understanding of the origin of children’s dif- 
ficulties led many of the referred parents in 
N School to regard referral as a further dis- 
criminatory or punitive measure, causing 
further loss of status, rather than as a help, 
or a possibly pleasant experience, or a step- 
ping-stone to success. 

The next steps taken by the parent-edu- 
cation staff were planned to combat the 
parents’ distrust of professional workers, 
and to increase the understanding of fun- 
damental factors in the psychological devel- 
opment of children, through the use of gen- 
eral educational methods in mental health. 
The same woman worker continued in N 
School for the rest of the school year. She 
arrived methodically on schedule and con- 
ducted individual casework interviews with 
receptive parents. She continued repeated 
intrepretive contacts with the teachers and 
principal. Meanwhile the leading workers in 
the Negro P.T.A. were contacted and plans 
made to hold a series of film showings using 
psychiatric films accompanied by trained lay 
discussion leaders. During the next 6 months, 
6 or 7 such meetings were held. Some resist- 
ance was encountered. At least twice the 
film showing was placed at the end of a long 
program and because of lack of time finally 
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abandoned. In one series of film programs 
the discussion brought out the fact that cer- 
tain upper-class Negroes believe in rigid 
feeding schedules and discipline. They ap- 
parently derive much security from a care- 
fully organized and scheduled child-raising 
program and could not accept the permissive 
attitudes advanced in such films as “Baby 
Meets its Parents” and “Your Children’s 
Meals.” Further their intolerance for each 
other made the usual audience discussion im- 
possible. The discussion leader found that 
there were strong status identifications with 
the rigid code of child raising and _ that 
questioning this code was very threatening 
and caused rejection of the program. In this 
P.T.A. group the program of further film 
showing was discarded, the reason given that 
the principal wanted to embark on a pro- 
gram of neighborhood beautification. Never- 
theless a few more films were presented in 
other Negro groups and some discussion 
elicited. A similar experience of failure of 
therapy groups has been reported in North 
Carolina where successful expectant moth- 
ers’ groups have been conducted with white 
mothers. During the past year 3 Negro 
groups set up for the same purpose have 
failed because of intragroup tensions, com- 
petitiveness, hostility and jockeying for 
position ( 

An idea commonly advanced to explain 
the failure of the group therapy program in 
a Negro school and the difficulties encoun- 
tered there by the film program is that the 
worker was white and that the films portray 
white families. The general subject of the 
white worker and the Negro client was dis- 
cussed(8) but because no Negro worker was 
then available the group therapy was trans- 
ferred to another school in a somewhat older 
and more uniform Negro district, with a 
new white woman worker. The work went 
slowly but a tenuous group was formed. In 
contrast, during the current year, a Negro 
woman psychiatric social worker has taken 
the second white worker's place in this sec- 
ond school. She, too, has met with rebuffs, 
direct this time ; days on which she has been 
told to “run on home,” that she wasn't 
needed, together with a passive refusal by 
school personnel to discuss cases or make re- 
ferrals. She has encountered the same ob- 
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stacle that the white workers found, but ap- 


parently the clients school personnel 
allow themselves to express direct hostility 
and resistance to her, while they felt they 
had no weap except passive resistance 
i st the white workers. She is, however, 
persisting and making some headway against 


heir por- 
trayal of white families, recent psychological 


studies(9-11) reinforce this experience by 


showing that Negro children, at least, iden- 
tify as frequently with TAT cards portray- 


ing white as with those portraying colored 
people, and that the 


identification and 


difference in ease of 
accessibility is an entirely 
individual problem. 

The limited experience of the group ther- 
apy project has sl that the 


worker is no more effective than one of the 


own colored 
workers. 
by all 3 workers have been basically the same. 
But the last 2 
| been partially cultivated by repeated in- 


The problems encountered 


workers entered a field that 
y general education 
methods in mental health. With the ground 
; broken the seed is more easily planted. 


dividual interviews and by 


SUMMARY 


\ group the rapy proj ct 
behavior problem children in public schools 
succeeded in several varied white school dis- 
tricts, but failed in a colored area. 


for tailure lay 


for parents of 


Reasons 
in minority tensions and sta- 
tus anxieties between group members which 

ible for the Negro mothers to 
face responsibility for their children. The 
behavior problems of their children could 


not be felt 


made it impo 


by them as clear-cut issues with- 
out contamination by ideas of discrimination. 
\lso the educational-cultural level of the 
Negro population in this partially segregated 
area is not comparable to that in the white 
districts. Methods in mental health educa- 
tion for parents and school personnel are 
and therapeutic psy- 
chiatric methods must be specifically tailored 
to the population to be served if they are to 


outhned. Preventive 


be successful. 
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THE USE OF GROUP PROCESSES IN TEACHING GROUP DYNAMICS 
ELVIN V. SEMRAD, M.D.,? anv JOHN ARSENIAN, Pu. D. 


Boston, Mass. 


INTRODUCTION 


This paper presents some observations on 
the use of group processes in teaching group 
dynamics. In efforts to conduct group psy- 
chotherapy * with psychotics we faced the 
problems: (1) of learning more about group 
dynamics and (2) of teaching our therapists 
how to conduct groups. We started discus- 
sion seminars to pool our knowledge and 
experience. We observed the dynamics of 
these seminars to have much in common 
with the dynamics observed in our group 
therapy groups. We therefore examined and 
utilized the material from seminar groups to 
give members the opportunity to learn from 
experience what a group is like, how it 
functions, and what problems it presents. 

Freud(2) noted that emotional ties and 
currents are the essence of most groups and 
remarked on the conflicts and difficulties of 
group members in handling jealousy, rivalry, 
and tender feelings. Jacques(4), Lewin(5), 
and MecNassor(7) have written on the use 
of groups in teaching group dynamics. AI- 
though our formulations on the psychology 
of individuals in groups are not new, the 
particular use made of them seems worth 
communication to those who are trying to 
teach group dynamics. 


Metrnop or Stupy 


This discussion is based on observations 
and records of teaching groups widely varied 
in composition and size, mixed hospital 
staff groups of psychiatrists, social workers, 
nurses, psychologists, and occupational thera- 
pists ; psychiatrists in training at a veterans’ 

1 Read at the 107th annual meeting of The Ameri- 
can Psychiatric Association, Cincinnati, Ohio, May 
7-11, 1951. 

2}irector of Clinical Psychiatry and Research, 
Boston State Hospital, Boston, Mass. 

® Head Psychologist, Boston State Hospital, 
Boston, Mass 

*QOur experiment in group psychotherapy of the 
psychoses began at the Boston State Hospital in 
September, 1046. 
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hospital; groups of trained social workers; 
graduate students in social work; and gradu- 
ate students in clinical psychology. The 
groups studied consist of group therapists 
and/or group observers engaved in discus- 

1 


sion of group dyt 
m ot g Ip dy 


lamics in order to improve 
their technique as group observers and/or 
therapists 

Verbatim records were made. The gen- 
eralizations we formulate are verified by 
repetition of experiences rather than statisti- 
cal procedures. A creditable measure of 
validity is postulated because others(6, 10, 
13-16) who used the tactics of group man- 
agement outlined here described similar 
findings. 


ORGANIZATION OF A TEACHING Group 


The first step is a brief orientation fol- 
lowed by the making of a working agree- 
ment (a contract). Matters of time, setting, 
number of meetings, purpose of meetings 
are contracted for. An attempt is made to 
assess how much the potential members are 
ready to invest in the work. 

The number of persons in the groups 
varied from 10 to 30 and the number of 
meetings from 6 to 80, The leader struc- 
tured his role from the beginning by asking 
members about their expectations. He out- 
lined alternative ways in which such a group 
might function: by reading books about 
groups and discussing them, by discussing 
other groups in which they have had ex- 
perience, or by participating in the group 
formation. No matter what the choice, so 
long as the leader (here referred to as 
“central figure”) plays a certain role, a group 
will emerge. 


OBSERVATION 


Group interaction seems to follow some- 
thing of a pattern although the pattern is 
not fixed in sequence. 

When a group of persons agrees to meet 
over a period of time around a central figure, 
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they early set about sizing up and testing 
the central figure and each other. Each 
member tests the situation to see what he can 
expect in feelings of anxiety and demands 
for his attention or for work. Simultaneously 
each member closely watches the fate of his 
associates’ ventures at interaction with each 
other and the central figure. If the members 
knew each other beforehand, they may have 
already formed emotional ties and a domi- 
nance order that they repeat in the group. 
Unless the leader is an outsider who does 
not accept the current distribution of affec- 
tion and deference, this phase of functioning 
may not show itself as clearly as when a 
group of strangers meets. 

The various roles played by group mem- 
bers depend on their habitual ways of get- 
ting along with other people, their defense 
mechanisms, modes of handling anxiety and 
anxiety tolerance. Other relevant factors 
are their ambitiousness ; type of response to 
authority and their peers; also, to a lesser 
extent, their knowledge about the material 
being considered. 

From the outset the central figure is inter- 
ested in how each member thinks and reacts 
to whatever issue happens to be before the 
group and tries to accept all reactions un- 
critically—except those that threaten to dis- 
solve the group. He acts as a catalyst to 
expand and explore ideas and to get all per- 
sons involved. His nonauthoritarian man- 
ner gives the situation an openness in which 
people feel free to participate. Under these 
circumstances a variety of integrated re- 
sponses to the situation and central figure 
emerges. 

Members will become active rivals for 
position of central figure and contend with 
other members. They may play the role of 
pretender, manifesting an aloof silence in 
the central figure’s presence, quietly awaiting 
his deposition and confidently expecting to 
succeed him. Some members will protect the 
central figure; self-dedicated and self-ap- 
pointed they will counter all expressions of 
criticism and hostility. Others revolt against 
the central figure and scorn other members 
who accept the situation. Some remain 
spectators; from among them may emerge 
a spokesman. Some passively object, main- 
tain silence, and may be discerned by ex- 
pressive gestures such as frowning, scowling, 


sleeping, etc. Others object actively and 
attack with intellectual weapons and incisive 
words. Some curry the central figure’s favor 
and have a keen eye for his pleasures, prefer- 
ences, and wishes and devote themselves to 
anticipating these. Some effectively collabo- 
rate; in fact, they work better in groups 
than alone. Certain members are tuned to 
what the leader is saying as well as the 
group’s resistance and can bridge this gap, 
often doing more than translating by sup- 
plying relevant examples or elaborations 
that help to clarify the points at issue. Some- 
times one undertakes to be the chronicler of 
the group. He remembers precisely what 
was said and felt by whom, when, and in 
what context. In addition, many groups will 
find persons who will fill parts as the wit, 
the pet, the pacifier, the loyal lieutenant, the 
reasoner, or the sorrier part of the scapegoat. 

Note that all groups do not present con- 
sistently the same patterns of response and 
that the emergence of some seems dependent 
on the composition of the group—that is, the 
personalities entering into it, and their inter- 
play. The advantage of the group method 
of teaching resides in the display of reac- 
tions and interactions in a setting where one 
is alternately a participant and an observer. 
When members begin to examine their own 
patterns of response and those of others and 
to compare their efficiency and acceptability 
on criteria of how well they work in the 
group, they are then in a position to learn 
either by conscious imitation or unconscious 
copying. 

As the group progresses there are strongly 
charged emotional experiences. Participants 
get to know what it is like to be drawn by 
the central figure, to wish to have all his 
attention, to feel the sting of his apparent 
preference for someone else, to feel anxiety 
about not knowing where one stands, with 
whom and against whom; to feel strong 
ambivalence, covert and overt hostility. Also 
one sees others repeat these experiences in 
varying order and becomes aware that others 
may momentarily become so distressed by 
intense feelings that they can’t hear truly, 
say anything, or think logically, One may 
feel the self attracted to others, themselves 
in the stage of openly expressing one’s own 
inner anger or ambivalence, and feel pleased 
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or anxious by such vicarious expressions of 
feeling. 

These experiences shared in the group re- 
sult in a bond between members that may 
carry its own anxieties and defenses. While 
one may have such experiences in natural 
groups, the value of this type of learning 
situation stems from the interpretative com- 
ments of the central figure. He tries to be 
sensitive to the range of feelings in a group 
and tries to clarify feelings. He helps mem- 
bers by working over their understanding 
of group processes as they appear. 

To formulate the experience at the level of 
group process is more difficult than to de- 
scribe typical patterns of response. Yet 
there is roughly a sequence of phases of 
group activity that is seen along with the 
varied responses and is characteristic even 
where the responses vary widely. 

Closely following the orientation phase, 
there appears a general feeling out or testing 
of the situation, which members engage in 
actively or passively. This testing seems to 
have the aim of establishing how comfort- 
able or uncomfortable they are going to feel 
in the group setting. 

Then no matter how democratically or 
reasonably the central figure defines the work 
load or contract, there is usually resistance 
to it. If the issue is not who is going to do 
the work, it may be the tacit questions: 
What right has he to ask anything of me? 
What right has he to be the central figure ? 
This phase, the most persistent and insidious, 
is termed resistance. At this stage, mucl 
energy of the members is consciously or 
unconsciously devoted to defeating and dis- 
rupting the group by a variety of tactics 
such as delaying, digressing, devaluating, 
and so on. Such resistance may be explained 
by considering that to be a group member 
is to sacrifice individuality and be exposed 
to pressure to accommodate to others. 

A phase of struggle seems characteristi- 
cally to follow the testing phase often com- 
mencing with it. The principal combatants 
are readily identifiable attempting to take 
over the role of the central figure or, less 
ambitiously, to compete strenuously for the 
position of favorite. This phase of struggle 
may persist throughout the life of a group 
and may be utilized by the leader to en- 
courage people to work. Yet it may split the 


zroup into embattled cliques whose members 
ire opposed on principle to anything said by 
the opposition, and lasting dissatisfaction or 


neces negatively weighted may ensue. 


is combativeness may stem from 


some of thi 


hostility toward the central figure displaced 
her group member, aiid is thus an 


acting out of resistance 


onto anot 


rregates are not shattered by resist- 
ance and combat and hence prevented from 
ecoming a group, the ensuing phase is a 

processes may be thought of as a playing or 
out of one resistance after another 
where resistances are both recurrent, re- 
charging, and reverberating as from one 
to another. Once the resistance of 
a member is expressed and reduced by 
acceptance or understanding, he may be- 
come a contributor only later to find his 
willingness to cooperate again in need of 
analysis. 


member 


Concomitant with resistance are processes 
of group cohesion. The first cohesive process 
may well take place in the service of resist- 
ance. Members may be united in their will 
or desire to be disbanded. Not uncommonly 
a group may be united by a common bond of 
hostility to the central figure. If he is not 
able to tolerate this hostility or if group 
members have too much anxiety about hos- 
tility to authority, the group may focus on 
a weak or errant person and banish him. The 
central figure must direct to himself the 
hostility, analyze the resistance, and thus pre- 
clude the need for a scapegoat. 

As the experience of being and sharing 
with others continues, members may develop 
a common bond of affection for each other 
and for the central figure. Sometimes, as 
Freud described the process, the positive 
feelings of each individual for the central 
figure make possible the derivative of posi- 
tive feelings each for all. On the other hand 
in some groups the central figure may always 
be viewed as a highly ambivalent figure, 
especially if there is work to be done or pain- 
ful anxiety involved in analyzing resistance. 
Ile is then seen as a hard taskmaster who 
spoils the fun and fellowship of the group. 
These ambivalent attitudes can readily be 
seen when on the central figure’s tardy entry 
to a group, animated conversation gives way 
to respectful but more or less tense silence. 
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Ambivalence for the group itself is ob- 
served among those made anxious by the 
combative phase. Rugged individuals, by 
being part of any group, may suffer a nar- 
cissistic injury by the closeness and the 
tender feelings of the members. These may 
cause anxieties perhaps because of the ab- 
sence of any way in which to express one’s 
love for a group. Thus there may be anxiety 
about the possible dissolution of the group, 
as a pleasant experience, and about its con- 
tinuation as producing feelings that provoke 
anxiety. Out of this ambivalence often come 
testimonials. The testimonials usually come 
when a group has a wish to leave or break 
off, or paradoxically, in response to some 
external threat to the group. In both cases 
testimonials may serve to keep the group 
together. They consist of expressions of 
mutual admiration as between members and 
for the central figure. Admiration typically 
involves positive feelings toward the self; 
pleasure in being admired introduces another 
resistance to change. Members may resist 
change lest their alteration come at the ex- 
pense of losing the regard of their asso- 
ciates. Some reaction patterns are, then, 
stabilized by virtue of the emotional ties of 
members and at this point the group may 
cease to be of help unless this situation is 
analyzed. 

Ambivalence toward the central figure may 
exist through the life of a group. In posi- 
tive peak phases there is excessive admira- 
tion for the central figure with ascription to 
him of great powers of mind, insight, and 
judgment. The view that the central figure 
is omniscient seems in part to stem from 
anxiety over the manner in which discussions 
are conducted. Such idealization serves as 
insurance against the insecurity of not know- 
ing where or to what or whom the discussion 
will turn next. Adoration of the leader may 
also stem from the narcissistic wound that 
would follow if any ordinary person saw 
through one’s defense systems. It is more 
consoling to suppose that it takes a master- 
mind to see through the self, and conse- 
quently the group gives itself balm for its 
wounds and exposures by exalting the leader. 

An ending phase of a teaching group 
would come about when members under- 
stood both their reaction patterns and the 


needs they fulfilled and the role they ascribed 
to the central figure. The central figure 
must encourage members to explore his “bag 
of tricks” and experiment with them, taking 
into themselves those that seem fitting and 
useful. After members have made some 
progress in modifying attitudes and traits, 
whether by borrowing, identification, or dis- 
carding and softening, conditions are best 
for productive collaboration, in the direction 
of better understanding group dynamics. 

Difficulties with teaching groups center 
about 3 related problems: anxiety, hostility, 
and acting out. They seem to stem from the 
intensity of feelings generated and the ten- 
dencies to act out on strong feelings rather 
than verbalize them within the group. 

Specific manifestations of acting out vary: 
permanent withdrawal from the group with 
refusal to reenter, chronic lateness or ab- 
sence, and a sullen presence with refusal to 
participate are common. As already men- 
tioned, more active members may initiate 
efforts to disorganize the group. These 
efforts are sometimes cloaked under the guise 
of being helpful. At other times there is a 
more or less frank attempt to induce dis- 
satisfaction in others. Some _ participants 
may find their affects governable inside the 
group, but act out outside, creating trouble 
with their associates in business, agency, or 
university. 

The acting out appears connected with 
strong feelings of love or hating, often with 
the same modes of defense regardless of 
whether hate or tender feelings are the core. 
Some people are unable to express with 
finesse tender feelings and/or anger and 
thus constitute a problem both to themselves 
and their associates. Often the issues can be 
clarified only after the emotional tension is 
reduced. Through encouragement of ver- 
balization rather than through acting out at 
lower integrative levels, the central figure 
urges the group to face, consider, and recon- 
sider issues with a more objective, mature 
viewpoint. 

The role of the central figure also creates 
problems. His permissive role almost in- 
evitably results in the exposure of child-like 
or emotionally determined patterns of be- 
havior in group members, especially in vying 
for his favor. The central figure who re- 
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sponds warmly and approvingly to all reacti- 
vates dependent needs and creates the con- 
dition for a sibling struggle, which he later 
analyzes. Because an equal distribution of 
favor is pleasing neither to ambitious nor 
compulsively good people, nor passive char- 
acters, rivalrous patterns are set off with 
resulting hostility. The central figure should 
occupy his position only by virtue of experi- 
ence and relative maturity in this type of 
situation. Growth is fostered if members are 
encouraged to see that their feelings are 
understandable and that the role of central 
figure is one that can be studied in the group 
process. 

Concerning the management of anxiety in 
groups, its level is a matter for experienced 
judgment. If there is too much anxiety 
members are pressed to modes of defense 
that disrupt the group or reduce its level of 
functioning. On the other hand, if the 
anxiety level sinks too low, everyone feels 
comfortable and there is no incentive to 
growth or change. At the disposal of the 
leader are devices for evoking anxiety. For 
example, the leader’s friendliness to one in- 
dividual shown by calling him by first name, 
or referring to an approved idea as one mem- 
ber’s idea evokes anxiety in those worried 
about others getting ahead of them. Also 
inviting a sullen rebel to speak freely evokes 
anxiety in those who are suppressing their 
hostility and resistance. They might be called 
upon next. A statement critical of the 
group's functioning usually produces an 
effect, either by precipitating covered resist- 
ances or by producing more work. Similarly 
anxiety is increased if any member is singled 
out for special comment either directly or 
by implication. 

Finally it seems appropriate to say a few 
words about the difference between teaching 
group dynamics by the group method and 
group therapy. Because of its potentialities 
for yielding an experience of growth or 
change, one may ask how is this different 
from group therapy. The actual experience 
is about the same; the aim, emphasis, and 
focus of interpretive comments differ more 
or less. Depending upon the amount to which 
people invest themselves, it may come close 
to an experience of self- and others’ revela- 
tion with repetition of older patterns and an 


opportunity for some insight. The central 
figure must use judgment as to how far to 
let personal problems come into focus. His 
role in analyzing emotional difficulties should 
be limited to dealing with those that prevent 
maximum devotion to the task at hand. 

This process of teaching differs also from 
conventional teaching mostly in focus. Edu- 
cators of adults tend to devote themselves 
to the presentation of subject matter, while 
the group process described is more con- 
cerned with the total growth of the persons. 
Subject matter—the cognitive issues—is 
here used more as material for clarifying 
emotional issues, whereas conventional edu- 
cation has the opposite focus. 

In assumptions about students there is a 
difference too. Educators generally assume 
a will to learn whereas the central figure is 
soon impressed with people’s resistance to 
change, and their uncontrolled tendencies to 
repeat patterns. Similarly, teachers of adults 
tend to ignore problems of transference 
(positive and negative feelings) but the 
central figure, trying to communicate some- 
thing of group dynamics via the experiment 
of creating a group, cannot afford to ignore 
overdetermined emotional responses. 

A statistical study(11) of 80 sentence- 
completion questionnaires filled out by mem- 
bers of these teaching groups revealed that 
70% liked the experience, 14% disliked it, 
and the rest seemed ambivalent. Eighty-four 
percent felt they learned something either 
about themselves or about group technique. 
Social workers and clinical psychologists 
placed emphasis on self-insight while phy- 
sicians placed a somewhat greater emphasis 
on useful didactic knowledge. The chief 
objections centered around the central 
figure’s refusal to supply information di- 
dacticly and the lack of time to work through 
the details of issues. To some, especially 
those desiring a therapeutic experience rather 
than a teaching one, the pursuit of issues to 
the point of illustrating dynamic principles, 
rather than pursuing issues to full personal 
working through, was a complaint against 
the method. 


CONCLUSIONS 
A method of teaching group dynamics by 
forming groups is described and some of our 
experience with it detailed. In evaluating 
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the experience, the opinions of participants 
vary widely but most report that they have 
learned something and may have carried over 
their newly formulated experience into other 
groups. The bridge between theory and 
practice is readily crossed by this method of 
teaching and many people come away with 
new insights into how to observe and/or 
conduct both themselves and group meetings 
more effectively. 
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ROLE OF THE DIRECTOR OF NURSING—PSYCHIATRIC 
DOROTHY E. CLARK, R. N.,' Sacramento, 


It is recorded in the history of psychiatric 
nursing that in the past the care of the men- 
tally ill was relegated to the jails and alms- 
houses, and the only nurses to care for the 
patients were the Sairy Gamps of those in- 
stitutions. 

The modern concept of mental illness is 
that it is a disease amenable to scientific care 
and treatment for which modern hospital 
plants are being built and staffed with trained 
personnel. These are fast becoming scientific 
treatment centers where patients may expect 
to receive the very latest and best treatment 
calculated to return them to their homes in 
the shortest period of time. With the usher- 
ing in of this new concept, the trained nurse 
was deemed necessary to assist the psychia 
trist in rendering this scientific care and treat 
ment. Indeed, one of the earliest training 
schools for nurses was located in a psychiat- 
ric institution.* 

Gradually nurses have been given more 
and more scope, until today their responsi- 
bilities embrace both nursing service and ed- 
ucational programs for all nursing personnel 
in the psychiatric hospital. The state psy- 
chiatric hospitals have lagged somewhat be- 
lund the general hospitals in this respect. 
However, in recent years nurses have clearly 
demonstrated their value, so that the psy- 
chiatric hospital authorities now accept the 
idea of a well-organized nursing department 
under one administrative head, the director 
of nursing, and are taking full advantage of 
the benefits thereof. 

During the author's recent tour of duty 
as nursing consultant with the American 
Psychiatric Association, she had the oppor- 
tunity of observing the many facets of re- 
sponsibility delegated to the director of nurs- 
ing in a great many psychiatric facilities. The 
modern director of nursing comes very close 
to assuming the duties as originally envi- 
sioned by Florence Nightingale: “The ma- 

1 Formerly Nursing Consultant, Committee on 
Psychiatric Nursing, American Psychiatric As- 
sociation, 

2 McLean Hospital, Waverley, Mass., 1882. See 
reference 1. 
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tron is supreme. She is responsible for the 
nursing in the hospitals, for the kitchen, 
laundry, and domestic staff, for the nursing 
school and for the appointment and dismissal 
of the nursing staff. She is answerable only 
to the Hospital Boar 


{2) 


Phe Committee on Psychiatric Nursing of 
the American Psychiatric Association recom- 
mends that the entire nursing service and all 
the responsibilities connected with its ad- 
ministration should be under one head, who 
should be a qualified registered nurse, work- 
ing in close cooperation with the heads of 
other departments (3). 

\ composite picture of some of the re- 
sponsibilities and privileges of the director 
of nursing of today is here set forth. 

She is administratively responsible to the 
medical superintendent of the hospital or his 
delegated representative, and through him to 
the Board of Trustees. As head of the nurs- 
ing department, she is charged with the full 
responsibility for the nursing care of all pa- 
tients in the entire hospital and required to 
submit a written monthly report of her ac- 
tivities in carrying out this responsibility. 
This report is read by her in person at the 
regular meeting of the Board of Trustees, 
at which time she is privileged to discuss 
problems with the members, giving them full 
details so that they may be fully informed 
and cognizant of the daily problems she faces, 
and may give her wise counsel and guidance 
in order to better utilize her talents. She 
thus is a respected officer of the institution 
who functions with the full knowledge that 
while she holds a very responsible trust she 
also has the complete confidence and support, 
not only of her immediate superiors, but of 
the larger governing board of the hospital. 
Usually the nursing committee, including 
some members of the board, acts in an ad- 
visory capacity to her, but she should have 
free access to any and all members of the 
board if they are to execute their own re- 
sponsibilities toward the nursing service of 
the hospital. 


There is complete trust and cooperation 
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in sharing responsibility with the clinical di- 
rector, who may in some hospitals be her 
immediate superior or in others her co- 
worker in the medical and nursing care of 
the patients entrusted to them. 

She is responsible for the professional con- 
duct of the nurses and ancillary nursing per- 
sonnel, and assumes responsibility for all 
aspects of the treatment programs for pa- 
tients assigned to them. Together with her 
nursing staff she actively participates in the 
formulation of a current manual of adminis- 
trative policies and a nursing procedure book 
for the guidance of all nursing personnel. 
She may delegate much of the detail work 
to the faculty, including both professional 
and nonprofessional supervisors. The clinical 
director and members of the medical staff act 
as advisors to the committee, because no or- 
ganization can function to the best advantage 
without some written statements of policies 
and procedures subscribed to by all. Any in- 
fractions or failures that involve both the 
nursing and medical staff are discussed with 
the clinical director or superintendent and a 
plan of action mutually agreed upon. 

When new treatments, medicines, and pro- 
cedures are introduced, the clinical director 
and the director of nursing cooperatively 
plan the education of their respective depart- 
ments so that members of each may function 
to the greatest degree of efficiency, safety, 
and harmony at the bedside of the patient. 

Because she is responsible for staffing the 
wards, she interviews, employs, trains, as- 
signs, supervises, and disciplines all the nurs- 
ing employees. Obviously she cannot attend 
to all these duties personally, so she delegates 
certain of them to her assistants but con- 
tinues to assume the ultimate responsibility. 

If there is a personnel director, she may 
share certain of these duties with him. There 
must be perfect understanding and coopera- 
tion between these 2 departments, in order 
that the patient may benefit from the most 
effective personnel that can be obtained. 

In order to function most effectively she 
is given free access to such documents as the 
budget and payroll information for the nurs- 
ing personnel. She takes an active part in 
the preparation of the budget for the nurs- 
ing service and receives all directives and in- 
formation that affect the nursing service. She 


has the privilege of attending regular staff 
conferences, administrative conferences, and 
staff lectures. 

Upon the nursing service depends much of 
the success of ward programs in recreational 
and occupational therapy. The director of 
nurses assures the cooperation of members 
of her department with the rehabilitation 
therapy department in both on- and off-the- 
ward activities. 

The head of the nursing department by 
wise counsel, fair dealing, and efficient man- 
agement gives professional inspiration and 
exercises leadership that makes for increased 
professional growth, efficiency, and satis- 
faction among the nursing personnel. She 
builds up a good administrative organization 
through which the entire nursing staff can 
function at optimum capacity without tension. 

She is always available for discussion with 
her employees of both personal and profes- 
sional problems. She is approachable but 
maintains lines of authority so that only those 
problems that require her personal attention 
are brought to her. Her employees know 
that their problems are important to her and 
they can depend upon her and her assistants 
to advise them wisely. 

Through her nursing staff she is responsi- 
ble for providing a clean, attractive, and 
wholesome environment for the patients. 
This implies not only good housekeeping 
principles but good mental hygiene, since 
the environment is not only physical but also 
emotional, She acts as a liaison between the 
nursing personnel on the wards and the heads 
of other departments. She interprets the 
nursing needs for adequate supplies and 
equipment to be used in administering good 
nursing care, including housekeeping, medi- 
cal, and nursing supplies to the heads of 
other departments whose responsibility it is 
to order, stock, and dispense those supplies. 

Since she is charged with the responsibility 
for the direction of the educational programs 
for the nursing personnel on all levels, she 
assigns full-time qualified people to plan, su- 
pervise, and execute the educational program, 
and she actively participates in an advisory 
capacity as well as doing some of the teach- 
ing. 

In institutions where there is a director of 
educational programs the director of nursing 
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works in very close cooperation with him in 
planning and organizing the program for the 
nursing personnel. 

As steward of the largest group of person 
nel in the hospital, it is also her responsibility 
to supervise a positive health program and a 
guidance program for all nursing personnel. 
Toward that end she may delegate specific 
duties to certain other members of her staff 
to see that nursing personnel do not expose 
patients and co-workers alike to communica- 
ble disease, including the common cold, and 
that they protect themselves adequately when 
caring for patients with communicable dis- 
ease; that they have their routine physical 
and chest examinations on time and that they 
receive prompt and adequate medical atten- 
tion when necessary. She often delegates one 
so-called public health nurse to visit members 
of the staff in their homes to administer nurs- 
ing care and to call in medical care when 
necessary. This acts as a deterrent to un- 
called-for absenteeism, and those who main- 
tain such a service deem it profitable both 
to the hospital and to the personnel. 

If a personnel infirmary is maintained, she 
assumes the responsibility of providing nurs- 
ing care for the patients there and works co- 
operatively with the personnel physician in 
keeping them from abusing the privilege of 
partaking of this service. 

While the hospital is maintained for the 
patients rather than the employees, it also 
accepts the responsibility for the physical and 
mental well being of the personnel it employs 
to care for these patients. Because the emo- 
tional problems of individuals influence their 
reaction to their fellows whether they be co- 
workers or patients, it is the responsibility 
of their employer to see that their own men- 
tal conflicts are not reflected in their daily 
contacts with their patients. The director of 
nursing therefore accepts this challenge as 
part of her responsibility for providing a 
wholesome environment for the patients by 
keeping the nursing personnel mentally as 
well as physically fit, and she may act as 
counsellor herself, or designate certain of 
her staff as such, with the privilege of re- 
ferring necessary cases to a staff psychiatrist 
or to the mental hygiene clinic staff. 

By example and precept the director of 


nursing encourages active participation of 
her nurses in the work of professional nurs- 
ing organizations, so as to help them to a 

me their rightful place in the affairs of 
their profession and to project the hospital 
into the community. Many of the nurses in 
state hospitals are officers in their local 
League of Nursing Education and State 
Nurses Association, and a number of direc- 
tors of nursing are serving on their State 
Board of Nurse Examiners. 

Recognizing the value of good public re- 
lations, the hospital makes provision for 
nursing personnel to attend short courses, 
institutes, and lectures, as well as conven- 
tions, and sometimes reimburses them for 
expenses incurred in the pursuit of some of 
these activities. It also grants educational 
leaves so that the nursing personnel may 
further prepare themselves to render the best 
possible nursing care to patients. 

The director of nursing also acts as one of 
the hospital’s most valuable assets in the pro- 
motion of good publicity and good commu- 
nity relationships. By her active participation 
in club work in the community she interprets 
the needs of the hospital and the services it 
renders the public, and serves to prevent mis- 
representation of incidents that may occur at 
the hospital and be erroneously reported by 
the press. Through her efforts the commu- 
nity can serve the hospital to great advantage 
and can become aware of the service the hos- 
pital can render the community. She may 
enlist the services of volunteer groups from 
the community, as well as acting as liaison 
between them and the hospital in order to 
improve the physical and emotional environ- 
ment of the patients. 

The philosophy of the medical director of 
an institution is reflected in the attitude of 
all the hospital personnel. So too, the direc- 
tor of nursing sets the tenor of the nursing 
service. When she is delegated responsibility 
with the accompanying authority to carry out 
her responsibilities, she can develop her ad- 
ministrative abilities to the benefit of the 
entire institution. 

It was indeed heartening to find her rising 
to the challenge of the responsibilities placed 
upon her, as it was encouraging to hear the 
praises of subordinates as well as her su- 
periors in the many institutions visited over 
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PSYCHOLOGICAL FACTORS IN WOMEN WITH PEPTIC ULCERS’! 
EDWARD KEZUR, M.D., Hamirtox, Onto, FREDERIC T. KAPP. M.D.. 


AND 


MILTON ROSENBAUM, M.D., Cincinnati, Onto 


INTRODUCTION 


Zecause of the prevalent occurrence of 
peptic ulcers in men, the psychosomatic ap 
proach to the syndrome has dealt chiefly 
with male patients. This study on women 
with peptic ulcers was undertaken to evaluate 
any possible sex difference in the psycho- 
logical aspects of the disease. 

That physiological activity of the stomach 
can mirror human emotions has long been 
appreciated. Our folklore abounds in ex- 
pressions illustrating this relationship. Be 
ginning with Beaumont(1) over 100 years 
ago, clinicians have studied patients with 
stomach fistulae to observe the effect of 
sundry emotions on peptic physiology. Wolf 
and Wolff(2) demonstrated the relationship 
between human gastric function and various 
emotional states. They found profound al 
terations in gastric function accompanying 
such feelings as fear, depression, hostility, 
and prolonged tension. Recently Crider and 
Walker(3) have demonstrated correlations 
between gastric physiology and conscious 
emotional states in a woman with a gastric 
fistula. 

Since the recognition that disordered phys 
iology can precede organic disease, there have 
been many attempts to understand the patho 
genesis of peptic ulcer on this basis. Derg 
mann(4), in 1913, suggested that peptic ulcer 
is caused by an imbalance of the autonomic 
nervous system. Today it is well recognized 
that increased vagal tone plays an important 
role in the increased motility of the stomach 


‘h 


and hypersecretion of gastric juice, whi 
are very probably the precursors of peptic 
ulceration. Although the increased vagal 
tone has been shown in rare cases to follow 
lesions of the brain stem, it now appears that 
it is more often secondary to emotional fac 

1 Read at the 107th annual meeting of The Ameri 
can Psychiatric Association, Cincinnati, Ohio, May 
7-11, 1051. 

From the Department of Psychiatry, Colle 
Medicine, University of Cincinnati 
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tors of which the increase in vagal tone is 
mereiy a concomitant. 


Clinicians have long noted various emo- 


tional states or person ilitv factors that were 
frequent in their patients with peptic ulcers. 
In 1857 William Brinton wrote the first book 
on peptic ulcers and said, “Mental anxiety so 
frequently coincides with ulcer that we are 


fully entitled to regard it as more or less 
| ()thers have at- 


tempted to correlate a personality type—the 


high-strung successful business man—with 
peptic ulcer patients(6). A more recent ex- 
perimental as well as clinical study has shown 


that chronic fear is related to the increased 


vagal tone(7). Such approaches have all 
related the psychological factors in peptic 
ulcer formation te OUs Ct ious but non- 
ecific emotional factors 
\lexander and his co-workers(&) inves- 


tivated the specificity ot hological factors 
the upper gastrointestinal tract. 
They stressed the relationship in infancy be- 


tween the wish to be taken care of and the 


function of eating. In the infant, being fed 
becomes equated with being dependent. If 
during a later period of life an intense desire 


to depend on others is frustrated, it may ex- 


be fed. This acti- 
vates the autonomic innervation ofthe stom- 


ach, which from birth on is closely associated 


press itself in a wish to 


with the most primitive form of receiving 
omething, namely food, The stomach under 
such persistent stimulation behaves con- 
stantly as it does normally in the hungry 
individual, with the result that there is a 
chronic hypersecretion and hypermotility. 
\lexander pointed out that in all the patients 
studied by his group, both men and women, 


there was a specific type of conflict situation ; 


namely, ulcer symptoms appeared in associa- 
tion with intense oral receptive tendencies 
that were rejected by the adult ego or frus- 
trated by the external world In the first 


instance the patient, because of shame and 


rut, overcompensated for the dependent 
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yearnings by behaving in an independent and 
aggressive manner. but those ulcer patients 
who did not consciously deny their dependent 
desires developed symptoms of the disease 
when their parasitic wishes to be cared for 
by others were frustrated by their environ- 
ment(15). 

Specific studies of psychological factors in 
women peptic ulcer patients are rare. Cath- 
erine Bacon(&) has reported psychoanalytic 
studies on 2 women with duodenal ulcers. 
In each there was a thwarting of receptive 
tendencies. Both patients tried to solve their 
conflicts by ambitiousness, independence, and 
open repudiation of the feminine role. In 
each there was intense masculine envy with 
strong competitive tendencies toward men. 

It is well established that there has been a 
remarkable shift in the sex incidence of pep- 
tic ulcer in the area of western civilization 
during the past half century. Alsted(9) 
wrote, “While formerly prevalent in women, 
peptic ulcer now chiefly occurs in men.” In 
studies before 1900 there was general agree- 
ment that peptic ulcer occurred most fre- 
quently in women. Mittelmann and Wolff 
(10) at the New York Hospital, reported 
striking changes in the sex incidence of pa- 
tients with perforated ulcers as follows: 


Years Man-Woman 
atio 
1880-1900 6:7 
1901-1906 2.5:1 
1907-1914 6:1 
1915-1930 16:1 
1931-1939 12:1 


Halliday(11) found a similar situation in 
England. Prior to 1900 peptic ulcer was 
more frequent in women. About 1910 the 
sex incidence became equal. After 1910 there 
was a progressive rise in the relative male 
incidence, so that by 1940 peptic ulcer had 
become 4 times as common in men as in 
women. This changing sex ratio has oc- 
curred despite the fact that the over-all in- 
cidence of peptic ulcer has remained about 
the same during the identical period. The 
apparent increase in the syndrome has not 
been real, but is attributed to better diagnosis, 
particularly by the roentgenologist (12,13). 
The actual incidence of peptic ulcer has in- 
creased in men but decreased in women. 


MATERIAL AND METHODS 


Twenty-five women with peptic ulcers 
were studied from the psychosomatic point 
of view. Each patient had a thorough medi- 
cal and roentgenological study and was inter- 
viewed from 3 to 300 times by a psychiatrist. 
In many instances additional data were ob- 
tained from relatives, psychologists, and so- 
cial agencies. The only criteria for selection 
were that the patient be a woman with a 
peptic ulcer and have sufficient intelligence to 
permit adequate interviewing. Fourteen of 
the patients were studied on the medical or 
surgical wards of the Cincinnati General 
Hospital for presentation at a weekly psycho- 
somatic conference, and g were obtained 
from the gastric clinic and roentgenology 
departments of the same hospital. Two were 
private patients. There were 9 colored and 
16 white patients. Six of the group had had 
massive hemorrhages from their ulcers and 
4 had had perforation requiring emergency 
surgery. Our findings are summarized in 
Table 1. 

The patient’s ages ranged from 10 to 66 
years. Four of the group had gastric ulcers 
and the remainder duodenal ulcers. In no 
case was there anything approaching a 
healthy mother-child relationship. It was 
characterized by death, desertion, “spoiling,” 
or overt rejection. In contrast, the relation- 
ship to the father during childhood in a ma- 
jority of the patients was closer and more 
positive than to the mother. None of these 
women was well adjusted emotionally as evi- 
denced by the diversity of adult personality 
disturbances in the group. Most were mark- 
edly neurotic, 3 had severe character dis- 
orders, and 2 were prepsychotic. Rorschach 
tests on 6 patients bore out the clinical diag- 
nosis of a severe emotional disturbance in 
each instance. Symptoms connected with oral 
conflicts were often present such as drug 
addiction, obesity, bulemia, and particularly 
habitual vomiting that had been present since 
childhood, long before peptic ulcer symptoms 
appeared. Two of the patients had severe 
chronic colitis in addition to peptic ulcers. 
Marked hostility to or fear of men was a 
common finding, and none had made a satis- 
factory sexual adjustment. The most con- 
sistent finding in this group was the en- 
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vironmental circumstances associated with 
the onset or aggravation of ulcer symptoms 
that led the patient to seek medical care. In 
15 cases the husband or fiancé either left or 
died or suddenly rejected the patient. The 
father or father surrogate behaved in a simi- 
lar manner with 5 patients. Separation from 
both parents precipitated the illness in 2 pa- 
tients. In every instance it was evident that 
the patient’s dependent desires were frus- 
trated. 

The following case reports are representa- 
tive of our patients. 


Case 6. A 30-year-old divorced cleaning woman 
with gastric symptoms of 10 years’ duration. She 
was a shy, passive, and neatly dressed woman, ex- 
tremely conscious of her limited education and in- 
ability to obtain more respectable employment. She 
was the youngest of 3 siblings. Her mother died 
when the patient was 2 months old, and she was 
passed from one relative to another until her father 
remarried when she was 4 years old. The patient 
complained that the stepmother failed in her obli- 
gation in not teaching her about life. She died 
when the patient was 11. The home was broken 
up, the patient living with various relatives until 
father remarried again when she was 14. Soon the 
parents separated, and the patient remained with 
her father and helped support him. At the age of 
18 she married an immature man who was exceed- 
ingly demanding of her attention. They lived with 
his mother, to whom he was devoted. Several 
years later the patient’s ovaries were removed, and 
she was told she could not have children. After 
the operation her mother-in-law forced her to get 
out of bed prematurely and to help with the house- 
hold duties. At this time her gastric symptoms first 
began. She told her husband to choose between 
herself and his mother, after which she left him; 
but as soon as she had established a home of her 
own she allowed her husband and his mother to 
move in. The marriage was characterized by con- 
tinuous discord and interference by the mother-in- 
law, and the patient continued to have intermittent 
gastric symptoms. The patient worked throughout 
the entire marriage and while the husband was in 
service. When he returned from the Army, she 
suspected he was interested in another woman. Fi- 
nally, he admitted that this was true and left the 
patient. At this time her stomach symptoms became 
intense enough to force her to seek medical treat- 
ment for a duodenal ulcer. 

This case presents a passive, submissive woman 
who was severely rejected as a child. She never 
really had a mother’s love, and her father was in- 
adequate. All her life she sought security, which 
was lacking in her marriage to an immature man 
who demanded much from her and gave little in 
return. Despite her wish to be cared for, she sup- 
ported her husband. A controlling mother-in-law 
interfered and competed with the patient in the 
marriage. Throughout marriage the patient had 


peptic ulcer symptoms that became much more se- 
vere after her husband deserted her for another 
woman. 

Cast 13. A 29-year-old colored woman who de- 
veloped typical peptic ulcer symptoms in 1044 when 
her common-law husband was drafted. She was 
born in Georgia, the youngest of 3 children. Her 
mother died when the patient was 3 years old. Her 
father soon remarried and had several more chil- 
dren, but she felt that she was always his favorite. 
As a child the patient was well behaved and healthy. 
With the onset of her periods she began vomiting 
frequently, but always remained well nourished. 
She adjusted well at school and had many friends. 
She came to Cincinnati to live with an aunt and 
to work as a domestic. She acquired many boy- 
friends and became promiscuous. In 1939 she mar- 
ried a man 7 years older than herself who mis- 
treated her, and she left him after 24 years of 
marriage. Soon she met another older man who 
was a chef. They lived together and were quite 
happy despite her frigidity. The patient particu- 
larly enjoyed the meals this man prepared. In 1944 
he was drafted, and it was shortly afterward that 
her ulcer symptoms developed. Within a month she 
had a severe hemorrhage from a duodenal ulcer. 
After recuperation she obtained a job in the hos- 
pital as a dietician’s helper and lived with a girl 
roommate. When her boy-friend returned home, 
they became engaged. Shortly before her recent 
admission to the hospital, she noticed that her 
fiancé ‘began showing much more interest in her 
roommate than in herself. The patient became 
moderately depressed and self-depreciatory. It was 
during this period that the ulcer symptoms re- 
curred, and she had to be hospitalized. 

This patient demonstrated how ulcer symptoms 
first appeared when she was separated from her 
boy-friend, who represented a father to her. Later 
the symptoms recurred when it appeared that he 
was jilting her for another woman. Her intense 
dependent desires, and her deep attachment for her 
father resulted from the loss of her mother early 
in childhood. 


DiscuUSSION 


In this group of women with peptic ulcers 
there were evidences of profound personality 
disturbances in every instance. None of the 
patients could be considered emotionally 
healthy. Their personality fagade varied 
from overt weakness and passivity to domi- 
nation and aggressiveness. In many patients 
both extremes were coexistent. In almost all 
our patients the early life pattern of absence 
of the mother, rejection by the mother, or 
abnormally intense conflict with the mother 
was prominent. Thereafter, the patient was 
forced to turn for emotional security to the 
father, who played a dual role of both mother 
and father ; and later, in many instances, the 
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vironmental circumstances associated with 
the onset or aggravation of ulcer symptoms 
that led the patient to seek medical care. In 
15 cases the husband or fiancé either left or 
died or suddenly rejected the patient. The 
father or father surrogate behaved in a simu- 
lar manner with 5 patients. Separation from 
both parents precipitated the illness in 2 pa- 
tients. In every instance it was evident that 
the patient’s dependent desires were frus- 
trated. 

The following case reports are representa- 
tive of our patients. 


Case 6. A 30-year-old divorced cleaning woman 
with gastric symptoms of 10 years’ duration. She 
was a shy, passive, and neatly dressed woman, ex- 
tremely conscious of her limited education and in- 
ability to obtain more respectable employment. She 
was the youngest of 3 siblings. Her mother diced 
when the patient was 2 months old, and she was 
passed from one relative to another until her father 
remarried when she was 4 years old. The patient 
complained that the stepmother failed in her obli- 
gation in not teaching her about life. She died 
when the patient was 11. The home was broken 
up, the patient living with various relatives until 
father remarried again when she was 14. Soon the 
parents separated, and the patient remained with 
her father and helped support him. At the age of 
18 she married an immature man who was exceed- 
ingly demanding of her attention. They lived with 
his mother, to whom he was devoted. Several 
years later the patient’s ovaries were removed, and 
she was told she could not have children. After 
the operation her mother-in-law forced her to get 
out of bed prematurely and to help with the house- 
hold duties. At this time her gastric symptoms first 
began. She told her husband to choose between 
herself and his mother, after which she left him; 
but as soon as she had established a home of her 
own she allowed her husband and his mother to 
move in. The marriage was characterized by con- 
tinuous discord and interference by the mother-in- 
law, and the patient continued to have intermittent 
gastric symptoms. The patient worked throughout 
the entire marriage and while the husband was in 
service. When he returned from the Army, she 
suspected he was interested in another woman. Fi- 
nally, he admitted that this was true and left the 
patient. At this time her stomach symptoms became 
intense enough to force her to seek medical treat- 
ment for a duodenal ulcer. 

This case presents a passive, submissive woman 
who was severely rejected as a child. She never 
really had a mother’s love, and her father was in- 
adequate. All her life she sought security, which 
was lacking in her marriage to an immature man 
who demanded much from her and gave little in 
return. Despite her wish to be cared for, she sup- 
ported her husband. A controlling mother-in-law 
interfered and competed with the patient in the 
marriage. Throughout marriage the patient had 


peptic ulcer symptoms that became much more se- 
vere after her husband deserted her for another 
woman. 

Case 13. A 29-year-old colored woman who de- 
veloped typical peptic ulcer symptoms in 1944 when 
her common-law husband was drafted. She was 
born in Georgia, the youngest of 3 children. Her 
mother died when the patient was 3 years old. Her 
father soon remarried and had several more chil- 
dren, but she felt that she was always his favorite. 
As a child the patient was well behaved and healthy. 
With the onset of her periods she began vomiting 
frequently, but always remained well nourished. 
She adjusted well at school and had many friends. 
She came to Cincinnati to live with an aunt and 
to work as a domestic. She acquired many boy- 
friends and became promiscuous. In 1939 she mar- 
ried a man 7 years older than herself who mis- 
treated her, and she left him after 2) years of 
marriage. Soon she met another older man who 
was a chef. They lived together and were quite 
happy despite her frigidity. The patient particu- 
larly enjoyed the meals this man prepared. In 1944 
he was drafted, and it was shortly afterward that 
her ulcer symptoms developed. Within a month she 
had a severe hemorrhage from a duodenal ulcer. 
After recuperation she obtained a job in the hos- 
pital as a dietician’s helper and lived with a girl 
roommate. When her boy-friend returned home, 
they became engaged. Shortly before her recent 
admission to the hospital, she noticed that her 
fiancé began showing much more interest in her 
roommate than in herself. The patient became 
moderately depressed and self-depreciatory. It was 
during this period that the ulcer symptoms re- 
curred, and she had to be hospitalized. 

This patient demonstrated how ulcer symptoms 
first appeared when she was separated from her 
boy-friend, who represented a father to her. Later 
the symptoms recurred when it appeared that he 
was jilting her for another woman. Her intense 
dependent desires, and her deep attachment for her 
father resulted from the loss of her mother early 
in childhood. 


DiscussION 


In this group of women with peptic ulcers 
there were evidences of profound personality 
disturbances in every instance. None of the 
patients could be considered emotionally 


healthy. Their personality fagade varied 


from overt weakness and passivity to domi- 
nation and aggressiveness. In many patients 
both extremes were coexistent. In almost all 
our patients the early life pattern of absence 
of the mother, rejection by the mother, or 
abnormally intense conflict with the mother 
was prominent. Thereafter, the patient was 
forced to turn for emotional security to the 
father, who played a dual role of both mother 
and father ; and later, in many instances, the 
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husband was placed in the same role. Many 
of the patients identified with their fathers 
by being tomboys as children, and later mar- 
rying passive husbands whom they domi- 
nated. In the majority of these women 
strong underlying aggressive impulses were 
present, which in many instances took the 
form of hostility and competitiveness toward 
men. Frustrated dependency underlay the 
hostility as clearly revealed in the precipita- 
ting factor. In every case ulcer symptoms de- 
veloped when the patient was rejected by a 
meaningful person, usually the husband. 
Moreover, the father had been the central 
figure in the childhood of most of the pa- 
tients. Unconsciously to these women, fa- 


thers and husbands represented mother fig- 
ures. The aggression, mobilized when these 
patients were rejected by fathers or hus- 
bands, became exaggerated, because it re- 
flected the same feelings that the patient had 
had during childhood toward the rejecting 
mother. 

Heretofore the emphasis on the dynamic 
understanding of the peptic ulcer patient had 
heen on dependency, and little stress has 
been laid on aggressiveness. Dependency 
strivings are too often equated with complete 
passivity, and the resulting aggressive reac- 
tions are overlooked or minimized. In ulcer 
patients the wishes to take, grab, and devour 
play an important role and may lead to ag- 
gressive behavior rather than passivity. Mit- 
telmann and Wolff(10) observed increased 
gastric secretion when their patients were 
provoked to anger. Szasz et al.(14) pointed 
out that feeding in the infant is an active 
process that in the face of frustration may 
result in intensely aggressive and hostile be- 
havior. In the peptic ulcer patients we 
studied, frustration of dependent desires 
often led to intense aggressive impulses, 
which were then expressed through their in- 
terpersonal relationships. 

Two of the present authors previously re- 
ported an investigation of 20 men with peptic 
ulcers(15). These men were studied in a 
manner similar to the present group of 
women patients and came from the same eco- 
nomic and social groups. They too had se- 
vere conflicts around dependent problems, 
and ulcer symptoms developed in response 
to frustration of these cravings. In compar- 


ing the 2 groups it is striking that the women 
made a much poorer adjustment to their en- 
vironment than the majority of the men. 
This was similarly evident in the much higher 
incidence of disabling pe rsonality problems 
in the women ulcer patients compared with 
the men who had the same disease. Over 


work, and society; but all the women had 
disabling personality characteristics that led 
to poor life adjustments. 

he psychological factors are qualita- 
tively similar in men and women with peptic 
ulcers, it is of interest to speculate on other 
factors to account for the changing sex inci- 
dence of the diseasé. Ivy(16) examined a 
number of medical and sociological factors 
that have changed over the same period of 
time and might account for the changing sex 
ratio of peptic ulcer. These included the dis- 
appearance of chlorosis, the increased pro- 
portion of duodenal to gastric ulcer, the de- 
crease in tight lacing, and the changing 
nutritional habits. Halliday(17) concluded 
that such factors can only partially explain 
the phenomenon. What additional factors 
have changed peptic ulcer from a predomi- 
nantly female disease to one that is now much 
more common in men? Recently Ruesch(18) 
has suggested that sociological factors play 
a role in the pathogenesis of peptic ulcer. 
Halliday(11) has emphasized that the social 
milieu for woman has changed from the era 
of Victorian restrictions to a new-found 
freedom that enables her to express emo- 
tional tension in forms denied modern man. 
Mittelmann and Wolff(4) have noted that 
the changing woman's social status is now 
challenging the “male position of dominance” 
that has been taken for granted in the nine- 
teenth century. Have such cultural factors 
differently affected the manner in which men 
and women are able to handle their depend- 
ent-independent conflicts, or are other fac- 
tors at work? Further investigation by cul- 
tural anthropologists is needed to clarify 
these speculations on the causes for the 
changing sex ratio of peptic ulcer. 


SUMMARY AND CONCLUSIONS 


Twenty-five women with peptic ulcers 
were studied from the psychosomatic point 
of view. All exhibited profound and overt 
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personality disorders. The majority had been 
rejected by the mother and turned to the 
father for support. Ulcer symptoms were 
precipitated when the supporting figure failed 
them. Oral aggressive feelings played an im- 
portant role and were often equated with 
denial of femininity. This group of women 
with peptic ulcers had a much higher inci- 
dence of overt personality disturbances than 
the majority of a comparative group of men 
peptic ulcer patients previously studied, al- 
though frustration of dependent wishes was 
equally important in both groups. The shift 
in the sex ratio of peptic ulcer during the 
past 50 years suggests that cultural factors 
may play a role in the development of this 
disease. 
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HELPING TEACHERS APPRECIATE EMOTIONAL 
PROBLEMS IN CHILDREN ' 
HESS FARMER,? Wetcu, W. Va. 
AND 


WILLIAM B. ROSSMAN, M. D.,° Cuarveston, W. Va. 


INTRODUCTION 


In every person's life, at one time or an- 
other, the influence of his classroom teachers 
may be recognized as a guiding force in the 
developmental years. Guidance, then, is an 
important privilege of classroom teachers 
that is second only to the rights of parents. 
Indeed, the teachers and the parents often 
find that their efforts must be complementary 
to succeed in the task of helping the child to 
become an adult human being. 

The realization that learning that concerns 
itself only with the intellectual development 
of children does not consistently produce 
well-adjusted future adults has awakened in- 
terest generally in the psychological patterns 
of the growing child. Thus a gradual recog- 
nition of the responsibility of adults in help- 
ing the child to feel in certain ways has 
brought demands for increased knowledge to 
meet the problems involved. Just as there 
has been clamor in the past for help to meet 
the physical needs of children—help that 
came in the form of better infant feeding, 
immunizations, and the like—so there is now 
a call for assistance to handle the emotional 
aspects of the developing child. 

The thought that health could be taught in 
a classroom setting is an old one. That this 
idea can work is now an established fact. 
While in former years health meant onl) 
physical health, the concept of health today 
includes the mental, social, and the emotional 
phases of life; and it is widely accepted that 
all these aspects of health can be integrated 
with the school curriculum. This significant 
change—bringing the psychological influences 
to the side of the physical ones—has given 


1 Read at the 107th annual meeting of The Ameri- 
can Psychiatric Association, Cincinnati, Ohio, May 
7-11, 1951. 

2 Public School Consultant for Mental Hygiene 
Welch, W. Va 

® Part-time Director, Bureau of Mental Hygiene, 
State Department of Health, Charleston, W. Va 
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the mental hygiene movement its greatest 
opportunity tor service. 

In the McDowell County Schools (West 
Virginia) the mental hygiene efforts have 
been made through the inclusion of the 
course, “Human Relations in the Classroom.” 
Organized by H. Edmund Bullis * this pro- 
gram is known as the Delaware Plan to 
Briefly, it 
attempts to help children progress toward 


‘Teach Children How to Live.” 


emotional maturity through the use of stimu- 
lus stories involving emotional problems, 
which are, in turn, discussed, evaluated, and 
related to parallel pupil experiences. In- 
formal class periods provide opportunities 
for the release of “pent-up” feelings through 
talking about them and through the writing 
of personal reactions. 


BACKGROUND AND 


Since the inauguration of the program, 
it has been our deep concern that the project 
be scrutinized carefully and often to facili- 
tate the changes necessary to its most favora- 
ble operation. Those connected with the ad- 
ministration of this program in the McDow- 
ell County Schools ° have been alerted from 
time to time for the problems anticipated so 
that the difficulties could be handled and that 
innovations originated by the participants 
could be expanded. To this end we focused 
attention early on teacher orientation, teacher 
participation, teacher reaction, and teacher 
progress. The scope of this presentation 
has been confit to the experiences we had 
in meeting the needs of the participating 
teachers 

Before a more detailed analysis of these 
experiences with the teachers is given, a look 


‘ Bullis, H. Edmund, Executive Director, Dela- 
ware State Society for Mental Hygiene, Wilming- 
ton, Delaware 

Bryson, George W., McDowell County Super- 
Welch, W. Va 
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into the community where the program was 
started will help identify our project with 
regard to its intent: bringing mental health 
attitudes into the school curriculum. 

McDowell County is situated in the south- 
western part of West Virginia. It has an 
area of 538 square miles, most of which ts 
mountainous. Approximately 110,000 people 
live in McDowell County, 25,000 of whom 
are employed in the mining industry. Eight 
incorporated towns and many other localities, 
mostly adjacent to coal operations, comprise 
the community framework. Aside from a 
lack of ample recreational facilities, which is 
well recognized by the inhabitants, McDowell 
compares favorably with other areas in the 
state and in the nation as a semi-industrial, 
semi-rural county. Its schools and churches 
need expansion—as they do everywhere. 
Civic-minded residents are concerned with 
such problems as juvenile delinquency, wider 
through-highways, occupational opportuni- 
ties, more attractive homes, and a winning 
baseball team ; in a determined way, though, 
they are interested in seeing their children 
develop in the American tradition. Just how 
better human relations can come from class- 
room teaching arouses their curiosity as it 
likewise raises their doubts. Nevertheless, as 
individuals, and as a group, they cooperate, 
they question, they crusade, and they resist 
when their feelings undergo the experience 
of learning. 

Attempts were made to emphasize to the 
teachers in the program and to the parents 
that psychological growth in children came 
from within. Beverly(1) stated this when 
he remarked that coercion used to improve 
the personality often fails to meet the child’s 
needs. Injurious effects can follow. By citing 
the ever-present analogies to physical growth, 
most teachers and parents can grasp the sig- 
nificance of the methods used to promote the 
development of an emotional perspective. 

Further, we found it necessary as well as 
helpful to hold frequent meetings with teach- 
ers and parents, separately and jointly, so 
that the myriad questions regarding the 
program could be fairly met and discussed. 
Among the main goals stressed by us was 
the opportunity to teach and to develop better 
social attitudes. Some educators and some 
psychologists believe that the school’s effec- 


tiveness as a community influence should be 
measured by the progress it makes in teach- 
ing social living. Louttit(2) declares that 
the school must be a civic leader, each teacher 
exercising her authority to this end. He re- 
minds us that the classroom itself has im- 
portant mental health influences. 

Although we agree that the teacher’s 
knowledge of the subject matter she is to 
teach is important, we took the position of 
many authorities in the fields of education 
and child development in advocating the idea 
that good teaching requires, first of all, a 
genuine interest in children. Carroll(3) says 
that it is especially essential that teachers 
possess clear concepts about individual dif- 
ferences and fundamental needs. Adlerblum 
(4) suggests the use of home records, study- 
ing children to discover their types and needs, 
and parent-teacher conferences for the pur- 
pose of discussing problems. 

Long before mental hygiene principles as 
such were affiliated with educational pro- 
grams, individual teachers conducted their 
own classes in social relations. Their efforts 
were noteworthy and commendable. About 
the only criticism regarding these individual 
efforts was that too few children were ex- 
posed to such plans. McDowell County had 
its teachers who believed in better human 
relations and who put their beliefs into prac- 
tice. Our job was facilitated immeasurably 
by the work of these individuals and to them 
we feel a deep sense of gratitude for their 
contributions. 


Metnop 


In January 1949 the first classes were or- 
ganized by the efforts of one of us (H. F.). 
The joint nature of this undertaking was 
explained to all principals and teachers. Em- 
phasis was placed on the fact that through 
the cooperative work of the State Depart- 
ment of Health ® and the County Boards of 
Education, a better program could be shaped, 
blending the disciplines of the teaching pro- 
fession with those of the medical profession. 
Thus, it became the responsibility of the 

® The Human Relations Program was a special 
project of the West Virginia State Health De- 
partment, Bureau of Mental Hygiene, and jointly 
financed by National Mental Health Act funds ad- 
ministered by the U. S. Public Health Service. 
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Bureau of Mental Hygiene within the State 
Department of Health to exchange views 
with the teachers, to take direction from the 
heads of the school system on administrative 
handling of the classes, and—equally—to 
give direction to the development of sound 
mental health principles. Complex as these 
relationships might seem, no great difficulty 
has been encountered in actual practice. 

Verhaps stressing the necessity for close 
liaison may seem redundant; yet we antici- 
pated that our program would need all the 
help it could muster. Further, we envisaged 
that there would be alterations and improve- 
ments suggested at various points; under 
scrutiny by a joint group these suggestions 
could be more effectively weighed. Although 
our original planning embraced consultation 
between the heads of various departments, 
we soon learned that we must include the 
opinions of those vital to the project: the 
classroom teachers, The teachers, since they 
had elected voluntarily to conduct human re- 
lations classes, were agreeable and eager to 
contribute to the over-all planning. This en- 
abled them to feel that they were a part of 
the policy-determining group. Also, we found 
that the questions they asked showed, in many 
instances, the need they had for support and 
guidance in the conduct of their classes. A 
few teachers “discovered” that some of the 
stimulus stories and the discussions that fol- 
lowed were loaded with elements that aroused 
personal reactions, an experience as surpris- 
ing as it was distressing to them. 

In the beginning we paid steady attention 
to the pupil acceptance of these new class- 
room discussions, and our concern was pos- 
sibly one of extreme caution, Through listen- 
ing to boys and girls express their feelings 
and their problems it became obvious that 
many teaching procedures and disciplinary 
practices were detrimental to personality 
growth. Techniques used in putting across 
ordinary subject matter were definite handi- 
caps in a class dealing with emotions and 
personality. To combat this situation, and 
to bring about a better coordinated program, 
many directives were developed and a great 
deal of time was spent in giving personal at- 
tention to the conduct of the classes. At 
some points, perhaps, the children were 
amazed at the solicitude shown them. Look- 


__[Nov. 


ing at these early efforts in retrospect we 
felt that they brought a number of pertinent 
facts to light, facts that later sponsored our 
interest in teacher orientation. 

Among the situations encountered with 
pupils we found classes with a high degree 
of inattentiveness, classes with a rowdy ele- 
ment of hilarity, and classes where one or 
two children (usually the most vocal ones) 
dominated the entire discussion. While these 
were not serious obstacles, they indicated that 
alterations in the plan of presentation were 
needed. Sending out directives on these mat- 
ters helped somewhat ; personal contacts and 
discussions with teachers alleviated certain 
difficulties. But soon these reactions and 
classroom situations reappeared. It was clear 
that competence in the recognition of those 
factors that influence emotional growth and 
the ability to understand and to deal wisely 
with behavior problems were needed. We 
assumed then that more thorough teacher 
orientation not only would aid our program, 
but also would provide a sounding board for 
teachers to “unload” their personal reactions 
regarding the actual framework of the pro- 
gram. 

During August 1949 we conducted the first 
workshop exclusively concerned with teacher 
needs. Credit for this workshop was granted 
by two state colleges. The course of discus- 
sion extended over a 3-week period, or 45 
hours. General orientation and background 
for the development of the teaching of emo- 
tional attitudes were undertaken; much col- 
lateral reading and many audiovisual ma- 
terials were added. 

It seems pertinent to the problem to de- 
scribe some of the experiences encountered 
in the workshop. Using the teachers as pu- 
pils the director began the first session with 
the lesson, “That Inferiority Feeling’ (5). 
The discussion of the emotional problems 
presented in the stimulus story was enthusi- 
astic. But when they were asked to relate 
similar personal experiences, they literally 
“froze” in their seats. Then they were told 
to take the role of sixth, seventh, or eighth 
grade pupils ; they could be retarded, average, 
or superior; they could be timid, too-talka- 
tive, or indifferent. As it so often happens, 
it took a “shy guy” to get the discussion 
started ; it took the end of the period to get it 
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stopped. Then we compared their written 
comments with pupil reactions to this par- 
ticular lesson. There was a definite element 
of surprise when they found that feelings of 
inferiority are aroused in adults and in chil- 
dren by identical situations. 

In order to obtain an idea of teacher atti- 
tudes toward pupil acceptance, the partici- 


pants were asked to give a brief description 


of the most interesting personalities they had 
taught. It was significant that they described 
children who were “alert,” “very intelligent,” 
“outstanding,” “helpful,” “attractive,” “out- 
going,” “never caused any trouble,” and those 
who “excelled in spite of a physical handi- 
cap.” In the discussion that followed it was 
suggested that perhaps these pupils seemed 
more interesting because they required little 
effort on the part of the teacher. Could it 
be that our traditional admiration for the 
child who could “stand on his own feet” con- 
fused our thinking in terms of interesting 
personalities ? A typical reply came from one 
member who said, “1 don’t know whether 
you could call a child who is not ready for 
his work, causes trouble all day long, and 
has to have help every minute interesting or 
not. But, one thing for certain, he is very 
irritating.” 

Committees were formed and each teacher 
was responsible to her committee, and to the 
entire group, for making a definite contribu- 
tion. As rapport became established many 
topics were discussed and the free develop- 
ment of ideas was strongly encouraged. Self- 
evaluation was a continuous process through- 
out the workshop. When asked what could 
be done to make all teachers conscious of 
their responsibility to the children they teach, 
these people chorused: “Have them take a 
course in human relations!” 

Early in the workshop the teachers rated 
the Wickman List of Behavior Problems(6). 
As it has happened with many other teacher 
groups, to them the most serious problems 
were those that interfered with their teaching 
routine. When they compared their ratings 
with those of mental hygienists who partici- 
pated in this study (Wickman’s), they were 
angry with themselves because they had 
failed to think of the problems in terms of 
their relative seriousness in the personality 
development of the child. An older teacher 


remarked, “For goodness sakes, if I had been 
rating these problems while thinking of my 
own child, I would have put unsocialness and 
shyness at the top of the list!” Almost ac- 
cusingly, others complained, “If you had told 
us to rate them according to what we have 
discussed in class, we would have come closer 
to rating them the way the mental hygienists 
did.” 

It was not too unusual to hear a teacher 
comment, as this one did, “One of my chil- 
dren wrote that human relations made her 
feel better inside. So it is with me. I always 
feel better after I have taught the class.” 
Or, we found in their written comments at 
the end of the course such revealing opinions 
as this, “The feeling of security that you are 
able to impart to us is wonderful.” Since 
those who took the course did so voluntarily, 
their comments were largely favorable to the 
human relations program. Still we felt that 
in some respects we had not touched the 
teachers’ needs too deeply. Had we done so, 
it seems likely that signs of resistance would 
have appeared as guarded criticism or active 
rejection. 

In a more detailed fashion we have com- 
piled comments made by teachers during the 
workshop previously mentioned and during a 
second workshop conducted simultaneously 
with the fall semester of 1949. No general 
conclusions and no specific points are em- 
phasized in this part of the paper. We felt 
that the remarks themselves would depict 
the teachers’ feelings in a very graphic and 
incisive way. Though no formal question- 
naire was used, these responses followed a 
stimulus suggestion given by the workshop 
leader. Direct quotations of the teachers 
were used in every instance. Although all 
comments could not be given, we tried to 
give those which were most common. 


MATERIAL FROM TEACHERS 


Sometimes in the workshop setting and 
sometimes during informal discussions be- 
tween teachers and leader, these questions 
were proposed : 


1. Is it your opinion that what a child is makes 
him do what he does? 


One teacher said, “In my estimation that state- 
ment depends on the environment of the child. 
Pleasant surroundings, and he will try to do right 
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and vice versa. Doing good will brand him as a 
well-mannered person.” Another teacher respond 
ing to the same question added, “To be wellborn 
or to have a good environment is the background 
of happiness.” Still another believed, “Blood will 
tell. So will training and environment. Hap- 
piness, good health, and useful service depend 
almost wholly on being born into a good environ- 
ment.” 


It can be seen in the foregoing remarks 
that these teachers have some bias toward 
environmental deficits. Sometimes these an- 
swers seem to be mere recitations. [Even so 
these are the common, representative atti- 
tudes we met. 


2. What have you read that helped you most? 


Significantly, one teacher replied, “I especially 
enjoyed the pamphlets on fears and worry. In the 
pamphlet, “When a Child Has Fears,’ I learned 
the difference between normal and abnormal fear 
The anxiety type of fear is the kind that bothers 
me because | worry and don’t know what it’s 
about.” Less anxious was the reply of the teacher 
who related, “Such reference books as the one 
called ‘Helping Teachers to Understand Chil 
dren’ gave me satisfaction in knowing where I 
could go often to refresh my mind and my atti 
tudes on understanding the whys of their actions 
and how I could cope with each age more wisely.’ 
One teacher stated that she could not recall the 
source but remembered the quotation, “Emotions 
are caught—not taught” as being the most strik- 
ing phrase she had read. Revealing a possible 
change in attitude toward the acceptance of all 
children was this response: “I keep remembering 
one sentence that I read some place. ‘No matter 
what kind of child he is, teachers, the parents send 
to you the best that they have.” It has certainly 
made me think.” Besides these there were numer 
ous choices of books. Those regarded as being 
particularly helpful in the understanding of per 
sonal problems were books such as Liebman’s 
“Peace of Mind” and “A Guide to Confident 
Living” by Peale. “As the Twig is Bent” by 
Hohman, and “These Are Your Children” by 
Jenkins, Shacter, and Bauer were consistently 
mentioned. Most popular among the pamphlets 
and leaflets contained in the mental health kits 
furnished to the teachers were “A Pound of Pre- 
vention” by Hymes, and Redl’s “Pre-Adolescents 


What Makes Them Tick?” 


Their avid reliance on reading material 
was clearly shown in the workshop sessions 
since every participant quoted freely from 
the reference material that was available. 

A discussion of the difference between 
their previous concepts of emotional health 
and the concepts implied in the human rela- 
tions classes was stimulated by asking: 


3. How do the ideas of mental hygienists and 
those of teachers compare with regard to prob 
lems of behavior in childrer 
Expre area ranged far and wide; 

and we were impressed considerably by the fact 

that teacher id not equated aggressive behavior 
wit t behavior as variants of a method 
for dealing with problems. Succinctly one teacher 
remarked What mental hygienists considered 

I dismissed.’ nd later she amplified her 
tatement by saying that she had always applauded 
withdrawal in a child as a sign of “good manners.” 

During the last session of the workshop 


the teachers were asked to evaluate their 
workshop experiences in terms of what they 
thought they had learned that would help 
them most. The copiousness of the replies 
prevented complete quoting from any single 
teacher, but we felt that the most repeti- 
tive elements were significant indicators of 


teacher nee and attitudes. 


“Making the child feel at ease, welcome, and 
wanted”; “Not the amount of book material we 
put over to the child, but the child himself should 
come first’; “The pictures have pointed out to me 


some of my shortcomings that I perhaps would 
“We should never 
udge another person until we have lived in their 
for awhile’; “You have to know the child's 
home background, if you are to know him.” 


not have sensed otherwise 


\t the close of the workshop we felt it 
wise to obtain information from the group 
that could be used in building better plans 
for future courses. The teachers were asked 
to criticize the course and to make sugges- 
tions for its improvement. Most of them 
responded to the opportunity to express their 
feelings. Some of these remarks have been 
recorded as a sampling of what was pro- 


pe sed 


An older teacher suggested, “I believe this 
course might be improved if each new partici- 
pating teacher could see a class in human rela- 
tions taught by the supervisor. The beaming 
faces of the children in the class would be enough 
to make any doubters realize that the course is 
definitely worthwhile.” Then, thi 


1 criticism was 
offered, “Classes like these should 


be brought into 
the Parent Teacher Associations. Parents could 
then become conscious, as we have, of the value 
of good human relations.” One of them said, 
“My most pointed criticism of the course is that 
we did not have enough time to cover all the 
problems we face.” 


There were many more comments related 
to the workshop and to the course itself. 
These could not be given in detail, but the 
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quotations cited were as honestly representa- 
tive of the feelings of the group as we could 
find. All these remarks were recorded ver- 
batim, so far as possible. 


DISCUSSION 


Sefore proceeding further, it is our in- 
tention to clarify the several reasons for pre- 
senting our workshop material in this man- 
ner. At the beginning of our efforts to bring 
mental health principles to the schools, we be- 
lieved that the main goal lay in the develop- 
ment of awareness among students regarding 
their As a second objective we 
wanted to develop in the teacher what now 
seems like a mirage. Actually translated, we 
wanted therapists, carefully disguised as 
school teachers. 


feelings. 


This concept—we believe, 
happily—had to be abandoned. Though Bullis 
(7) had stated that teachers could not and 
should not be therapists, this warning was, 
curiously, overlooked. When we recognized 
what we were trying to do with our direc- 
tives, our oversolicitude, and even our im- 
patience, changes were instituted to place the 
teacher in her proper role, to allow her to 
teach children. Still she could bring her per- 
plexing problems to the workshop and dis- 
cuss them in a comfortable, permissive at- 
mosphere. Then, too, she could criticize the 
principles in the actual framework of the 
Bullis Plan. 

A survey of the responses given in the 
workshops convinced us that we were deal- 
ing with groups that, on the whole, were 
favorably motivated toward sound mental 
hygiene ideas. That they had (or could de- 
velop) some personal problems was not sur- 
prising. All of these facts were assets to our 
program. By simply modifying our second 
objective and allowing the teacher to teach, 
we were able to progress closer to the largest 
goal of developing awareness of personal 
feelings among the students. 

Viewed in its broadest sense, every class- 
room provides unlimited opportunities for 
the extension of mental hygiene principles. 
Every teacher, in a sense, is a worker in the 
field. To overlook this natural combination 
seems impossible. Yet, we know that it 1s 


possible to become so imbued with ideas of 


therapy that easily attainable goals are all 
but forsaken. Therapy from the standpoint 
of the psychiatrist is a discipline too technical 
and too nebulous for the average teacher. 
Further, her job does not require that she 
develop these technical skills. But, more per- 
tinently, the average teacher can do a mag- 
nificent job with properly oriented guidance 
and with ample opportunities for the discus- 
sion of her own reactions. 

Although we endorse the method of teach- 
ing the course as described by Bullis we 
don't always agree with the conclusions of 
the author. We believe that there must be 
parallel teaching for the participating teacher, 
her supervisors, and possibly for the parents 
of her classroom pupils. If this unity does 
not obtain, too many distracting influences 
and frustrations appear to deter the healthy 
progress of such an enterprise. Not infre- 
quently we heard from the teachers such re- 
marks as, “You should give our supervisors 
a course in human relations. It might help 
them, too.” Or, we met this attitude, “Make 
this course compulsory. Some of our teach- 
ers think it has little value.” Some teachers 
voiced this experience, “The parents say this 
course is just a method of getting the chil- 
dren to ‘tell some of the household secrets.” 
Again, it seems that these problems and 
others can be resolved best through a unified 
and coordinated approach. 


SUMMARY 

I-xperiences in teaching the Bullis course, 
“Human Relations in the Classroom,” are 
cited. The background and methods are 
described. Attention is paid to teacher orien- 
tation and teacher attitudes as well as to 
over-all psychological conceptions. Analysis 
of reactions of teachers to the workshop 
course is given in verbatim account from 
representative samples. Emphasis is given to 
the fact that teachers are not therapists in 
the psychiatric sense, nor should they be ex- 
pected to do therapy. The classroom with 
its teacher, though, is an ideal setting for 
the development of sound mental health prin- 
ciples. Finally, a unified approach including 
the pupil, his teacher, the school authorities, 
and the parents warrants serious considera- 
tion. 


380 HELPING TEACHERS APPRECIATE 


MOT 


IONAL PROBLEMS IN CHILDREN 


| Nov. 


BIBLIOGRAPHY 


1. Beverly, B. I. Mental aspects of growth and 
health. J. /ll. Med. Soc., 92: 341, Dec. 1947. 

2. Louttit, C. M. The school as a mental hygiene 
factor. Ment. Hyg., 31:50, Jan. 1947. 

3. Carroll, Herbert A. Mental Hygiene, The Dy- 
namics of Adjustment. New York: Prentice-Hall, 
Ine., 1947 

4. Adlerblum, E. D. Mental hygiene begins at 
school. Ment. Hyg., 31: 541, Oct. 1947. 


5. Bullis, H. Edmund, and O'Malley, Emily. Hu- 


man Relations in the Classroom, Course I. Wil- 


mit 


ene 


Te 


6. Wickman, E. K. 


gton: Delaware State Society for Mental Hy- 
1947 


Children’s Behavior and 
achers’ Attitudes. New York: Commonwealth 


Fund, 1928 


/ 


>. Bullis, H. Edmund. The child and his mental 


health in the educational system. Bull. Menninger 
Clinic, Vol. XIII, No. 2, March 1949 


j 
| 


A HYPNOSIS READING LIST FOR PROFESSIONAL INSTRUCTION * 
JEROME M. SCHNECK, M.D., New York, N. Y. 


The necessity for adequate and appro- 
priate reading as an integral part of instruc- 
tion in any specialized area is generally ac- 
knowledged. This obtains for the field of 
hypnosis, which will require more carefully 
planned efforts in the instructional approach 
if future investigative attempts are to be ex- 
panded and to prove fruitful. The appended 
reading list is a modification of the original 
that was prepared by the writer for the resi- 
dents in psychiatry taking his course in 
hypnotherapy and hypnoanalysis. 

The reading list is divided into books and 
articles. The former section is annotated 
very briefly in order to save the student time 
and effort when seeking what he desires spe- 
cifically. It is assumed that most of the 
readers for whom this list is now made avail- 
able will have a general medical background 
plus some basic training in psychiatry and 
psychosomatics and preferably some profes- 
sional collaboration with clinical psycholo- 
gists. Others, however, may be able to uti- 
lize much of the material fruitfully. 

The reading list was selected from over 
600 titles in English. The choice of items 
was difficult in many instances because of the 
good material available. It was necessary, 
however, to avoid an unwieldy list. Many au- 
thors and many excellent works were elimi- 
nated of necessity in order to avoid over- 
lapping in certain areas. Much meaningful 
experimental work has not been mentioned. 
It will be seen that articles were not listed 
in the case of authors of books because usu- 
ally the same or similar data contained in the 
articles are also to be found in the larger 
works. Also, much new material prepared 
for publication by this writer and his asso- 
ciates but not published as yet, although 
actually in press at the time this is being pre- 
pared, has not been included. Only data al- 
ready available are mentioned. It is planned 
to revise this list in the future in accordance 

1 Read before the Society for Clinical and Ex- 
perimental Hypnosis, April 1951. 

From the Department of Psychiatry, College of 
Medicine, State University of New York, and 


Kings County Hospital, Brooklyn, New York. 


with clinical practice, research, and teaching 
needs existing then. 


HYPNOSIS READING LIST 


Part 1: Books 


1. Bernheim, H. Suggestive Therapeutics (1886). 
New York: London Book Company, 1947. A clas- 
sic in hypnosis by an outstanding representative of 
the “School of Nancy,” which stressed the psycho- 
logical aspects of hypnosis. 

2. Bramwell, J. M. Hypnotism: Its History, 
Practice and Theory. London: William Rider and 
Son, Ltd., 1921. Another classic in hypnosis still 
of great interest today. 

3. Brenman, M., and Gill, M. M. Hypnotherapy. 
New York: International Universities Press, Inc., 
1947. A good review of hypnotherapy in general 
with added historical and theoretical data plus case 
reports. 

4. Hull, C. L. Hypnosis and Suggestibility. New 
York: D. Appleton-Century Company, 1933. This 
is a detailed summary of very many experiments 
in hypnosis conducted by Hull and his co-workers. 
It brings hypnosis to the scientific psychological 
laboratory. 

5. Kuhn, L., and Russo, S. (Ed.) Modern Hyp- 
nosis. New York: Psychological Library Pub- 
lishers, 1947. A collection in reprints of some very 
interesting and some very important papers by 
several investigators. 

6. LeCron, L. M., and Bordeaux, J. Hypnotism 
Today. New York: Grune and Stratton, 1947. A 
helpful and easy to read over-all coverage of hyp- 
notherapy of benefit from the view of practical as- 
pects rather than theoretical orientation. 

7. Lindner, R. Rebel Without A Cause. New 
York: Grune and Stratton, 1944. Presents a good 
account of a hypnoanalytic case demonstrating the 
method favored by Lindner. 

8. Moll, A. Hypnotism. London: Walter Scott, 
1890. Although outdated in many respects now, 
it supplies a broad view of many aspects of hyp- 
nosis with a multitude of specific points of interest 
and a wealth of material within the field of hyp- 
nosis at the close of the 19th century. 

9. Watkins, J. G. Hypnotherapy of War Neu- 
roses. New York: Ronald Press Company, 1949. 
Techniques and case material particularly pertinent 
for short-term contacts in military settings. 

10. Wolberg, L. R. Hypnoanalysis. New York: 
Grune and Stratton, 1945. Offers details of one 
hypnoanalysis and additional data on hypnotic and 
hypnoanalytic techniques with information regard- 
ing psychodynamics. 

II. . Medical Hypnosis. New York: Grune 
and Stratton, 1948. Supplies accounts of hypno- 
therapeutic interviews. 
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Part 2: ARTICLES 
A. History of Hypnosis 


1. Hull, C. L. Hypnotism in scientific perspec- 
tive. Sci. Month. 29: 154, Aug. 1929. 

2. Rosen, G. From mesmerism to hypnotism 
Ciba Symp., 9: 838, Mar.-Apr. 1948 


B. General Articles on Hypnosis 


1. Erickson, M. H. Hypnosis: A general review 
Dis. Nery. Syst., 2:13, Sept. 1941 

2 Hypnotic techniques for the therapy of 
acute psychiatric disturbances in war. Am. J. Psy- 
chiat., 101: 668, Mar. 1945. 

3. Jenness, A. Chapter on hypnotism in Person- 
ality and the Behavior Disorders, edited by J. McV. 
Hunt. New York: The Ronald Press, 1944 

4. LeCron, L. M. The present status of hypno- 
tism in the United States. Brit. J. Med. Hypno 
tism, 1:38, Dec. 1949. 


C. Papers on Theory 


1. Arnold, M. B. On the mechanism of suggestion 
and hypnosis. J. Abnorm. & Soc. Psychol., 41: 107, 
Apr. 1946, 

2. Kubie, L. S., and Margolin, S. The process 
of hypnotism and the nature of the hypnotic stat: 
Am. J. Psychiat., 100: 611, Mar. 1944. 

3. Welch, L. A behavioristic explanation of th 
mechanism of suggestion and hypnosis. J. Abnorm 
Soc. Psychol., 42: 359, 1947. 

4. White, R. W. A preface to the theory of 
hypnotism. J. Abnorm. & Soc. Psychol., 36477, 
Oct. 1941. 


D. The Induction of Hypnosis 


1. Adler, M. H., and Secunda, L. An indirect 
technique to induce hypnosis. J. Nerv. & Ment 
Dis., 106: 190, Aug. 1947. 

2. Christenson, J. A. Dynamics in hypnotic in 
duction. Psychiat., 12: 37, Feb. 1949. 

3. Schneck, J. M. Modified technique for the 
induction of hypnosis. J. Nerv. & Mental. Dis., 
106: 77, July 1947. 


Hypnotherapy 


1. Alpert, H. S., et al. Hypnosis as a therapeutic 
technique in the war neuroses. Bull. U. S. A. Med. 
Dept., §: 315, Mar. 1946. 

2. Conn, J. H. Hypno-synthesis: Hypnosis as 
a unifying interpersonal experience. J. Nerv. & 
Ment. Dis., 109: 9, Jan. 1949 

3. Erickson, M. H. Hypnotic psychotherapy. 
Med. Clin. N. Amer., May, 1948, p. 571. 

4. ———. A study of an experimental neurosis 
hypnotically induced in a case of ejaculation pra- 
cox. Brit. J. Med. Psychol., 1§: 34, 1035. 

5. Erickson, M. H., and Kubie, L. The su 
cessful treatment of a case of acute hysterical de- 
pression by a return under hypnosis to a critical 


phase of childhood. Psychoanal. Quart., 10: 583, 
1941 

6. Fisher, C. Hypnosis in treatment of neuroses 
due to war and to other causes. War Med., 4: 
565, Dec. 1943 

7. Kepecs, J. G. Neurotic reactions in parachu- 
tists. Psychoanal. Quart., 13: 273, July 1944. 

8. Kupper, H. I. Psychic concomitants to war- 
time injuries. Psychosom. Med., 7:15, Jan. 1945. 

9. Rosen, H., and Myers, H. J. Abreaction in 
the military setting. Arch. Neurol. & Psychiat., 
57: 161, Feb. 1947 

10. Schneck, J. M. The role of a dream in treat- 
ment with hypnosis. Psychoanal. Rev., 34: 485, 
Oct. 1947 

11 Psychogenic cardiovascular reaction 
interpreted and successfully treated with hypnosis 
Psychoanal. Rev., 3§: 14, Jan. 1948 

12 -. The hypnotic treatment of a patient 
with amnesia. Psychoanal. Rev., 35: 171, Apr 
1948 

13. Schneck, J. M., and Kline, M. V. Clinical 
psychiatric status and psychological test alterations 
following hypnotherapy. Brit. J. Med. Hypnotism, 
2:30, Autumn, 1950 

14. Wells, W. R. The hypnotic treatment of the 
major symptoms of hysteria: A case study. J. Psy- 


chol., 17: 260, 1944 


Hypnotic Transference Relationships 

1. Schneck, J. M. Some aspects of homosexuality 
in relation to hypnosis. Psychoanal, Rev., 37: 351, 
Oct. 1950 


2 \ note on spontaneous hallucinations 
during hypnosis. Psychiat. Quart., 24: 492, July 

3 Hypnoanalytic elucidation of the hyp- 


nosis-death concept. Psychiat. Quart. Supp., 24: 


286, Part 2, 1950 


G. Hypnosis and Psychological Testing 


1. Bergmann, M. S., et al. Rorschach exploration 
of consecutive hypnotic chronological age level re- 
gressions. Psychosom. Med., 14:20, Jan.-Feb., 
1947. 

2. Kline, M. V., and Schneck, J. M. Hypnosis 
in relation to the word association test. J. Gen. 
Psychol 44: 120, Jan 

3. Schneck, J. M. Hypnoanalysis, hypnotherapy, 
and card 12m of the Thematic Apperception Test 
J. Gen. Psychol., 44: 2093, Apr. 1951. 

4. Spiegel, H., et al. An hypnotic ablation tech- 
nique for the study of personality development. 
Psychosom. Med., 7: 273, Sept. 1045 

5. Wilkins, W. L., and Adams, A. J. The use of 
the Rorschach test under hypnosis and under so- 
dium amytal in military psychiatry. J. Gen. Psy- 


chol., 36: 131, 1947 


H. Psychosomatics, Animal Hypnosis, and Hyp- 
nosis Tartous Specialties 

1. Buell, F. A., and Biehl, J. P. The influence 

of hypnosis on the tremor of Parkinson's disease 
Dis. Nerv. Syst., 10: 20, Jan. 1940 
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2. Dorcus, R. M., and Kirkner, F. J. The use 
of hypnosis in the suppression of intractible pain. 
J. Abnorm. & Soc. Psychol., 43: 237, Apr. 1948. 

3. Erickson, M. H. Hypnotic investigation of 
psychosomatic phenomena. Psychosom. Med., 5: 
51, 59, 07, 1943. 

4. Ford, W. L., and Yeager, C. L. Changes in 
the electroencephalogram in subjects under hyp- 
nosis. Dis. Nerv. Syst., 9: 190, June 1948. 

5. Gilman, T., and Marcuse, F. L. Animal hyp- 
nosis. Psychol. Bull., 46: 151, Mar. 1949. 

6. Gorton, B. E. The physiology of hypnosis— 


A review of the literature, Pts. I and II. Psychiat. 
Quart., 23: 317, Apr., 1049; 457, July, 1949. 

7. Heron, W. T. Hypnosis and dentistry. North- 
West. Dent., 28:154, July 1949. 

8. Kroger, 


W. S. The treatment of psycho- 


gynecic disorders by hypnoanalysis. 
Gyn., §2: 409, Sept. 1946. 

9. Levbarg, J. J. Hypnosis: A potent therapy for 
certain disorders of voice and speech. Arch. Oto- 
laryng., 30: 306, 1939. 

10. Marcuse, F. L. Hypnosis in dentistry. Am. 
J. Orthodon. & Or. Surg., 33: 706, Nov. 1947. 

11. McDowell, M. Juvenile warts removed with 
the use of hypnotic suggestion. Bull. Menninger 
Clin., 13: 124, July 1949. 

12. Raginsky, B. B. Mental suggestion as an aid 
in anesthesia. Anesthesiol., 9: 472, Sept. 1948. 

13. Schneck, J. M. Psychosomatic reactions to 
the induction of hypnosis. Dis. Nerv. Syst., 11: 
118, Apr. 1950. 

14. . Audiometry under hypnosis. 
chosom. Med., 10: 361, Nov.-Bec. 1948. 
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HISTORICAL NOTES 


PENNSYLVANIA 


Dr. Wendell Muncie has kindly supplied the 
following extract from the journal of Samuel 
Mason (approximately 1818). Samuel Mason was 
a Friend and signs himself as steward at the 
Pennsylvania Hospital. It is interesting to note 
from Mr. Mason's references to having a few 
private patients at his own home, which was 
near Germantown, that boarding-out was not 
unknown at that early date. Dr. Muncie received 
this letter from the writer's great-grandson, 
Samuel Mason, Jr., of Carlington, Md. 


RESPECTED FRIEND,— 


| have not received Thy communication 
until last 7th day, or | would have answered 
it before this, and any observations that has 
come under my notice, which would in any 
degree alleviate the suffering of the class of 
our fellow creatures alluded to, in thy ad- 
dress, | would freely impart to an utter 
stranger, but much more to one who I 
always esteemed since I first became ac- 
quainted with thee. 

As to thy several queries, I must be very 
brief in answering them. First. In respect 
to the Penna. Hospital, there was no kind of 
manufacturing carried on, to try that experi- 
ment; and in my opinion it would be difh- 
cult to induce a person whose mind was 
much disordered to pay attention to business 
of that nature. | remember a young man 
who was brought to the Hospital, of quiet 
deportment but evidently of disordered 
mind, who expressed a great desire to be 
put to some kind of work. I asked him what 
kind of employment would he prefer; he 
said, cutting wood he was fond of. I im- 
mediately had him taken to the wood pile to 
saw wood. After working a short time, he 
said he would rather chop than saw wood ; 
to gratify him, an axe was given him. In a 
little while he said that he would rather fall 
timber than any other kind of work. 

I have been thus minute in this case be 
lieving it is very difficult to induce many to 
pay attention to any business of a manufac- 
turing kind, unless of a very placid mild dis- 
position. 
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| have now in my family a young woman 
who in lucid intervals, is as handsome a 
knitter as I think I have known, and after 
knitting a great part of a stocking, she has 
pulled out the needles and ravelled the whole 
of it. At other times she is very wild and 
could not be prevailed upon to do any kind 
of work. 

| have found by the few that have been 
committed to my care, since I came to this 
place, that riding and walking is commonly 
acceptable to them; reading, not many seem 
fond of, as their minds are not capable of 
understanding what they read. When very 
much excited, (as most of them will be at 
times,) a great advantage is obtained by di- 
verting or changing their attention to some- 
thing foreign to what disturbed them. 

A young woman was brought from the 
Hospital last summer by the particular re- 
quest of John Cresson, her friend, as she 
was represented to be quiet and easily man- 
aged, but I found her so headstrong and 
noisy at times that I regretted very much 
that I had consented to take her. One eve- 
ning she was unusually distressed in mind, 
making use of extremely unpleasant langu- 
age. Cursed William Penn and all his parti- 
sans. | endeavored to soothe her mind as 
much as | could, we being alone in our sit- 
ting room, but it had no effect. I sat silent 
for a few minutes, feeling for her sufferings, 
when | thought if I could alter her mind to 
some other subject it might relieve her. I 
asked her where was John Cresson, a young 
man that I knew she was acquainted with 
some years before. She immediately gave 
me a very distinct account of him and con- 
tinued quiet and mild until she went to bed, 
and whenever any degree of excitement was 
discovered by endeavoring to turn her atten- 
tion to something else, her paroxisms be- 
came less frequent, of shorter continuance, 
until she became perfectly sane, which I in- 
formed her friends of, was later taken home 
and she continues attending a dry goods 
store, perfectly restored. I have not the most 


| 
I 
4 


1951] 


HISTORICAL NOTES 


385 


distant doubt but kindness in every instance 
has a more happy effect than contrary treat- 
ment, and when coertion is resorted to, still 
to endeavor to impress their minds that it is 
for their good and not to gratify any resent- 
ment that punishment is inflicted. 

Their memory is generally acute, and 
kindness remembered: Also any unkind us- 


age is not soon forgotten. Thou mentions 
“nine pins ;”’ that was used at the Hospital ; 
but by very few. “Battledore”, is good ex- 
ercise and generally pleasing. Football is 
rather an exercise that often engenders angry 
passions by hurts received, and I confess I 
am not partial to it. 
SAMUEL Mason 


After five years’ experience, I have no hesitation in recording my opinion that, with a 
well-constituted governing body, animated by philanthropy, directed by intelligence, 
and acting by means of proper officers (entrusted with a due degree of authority over 
attendants properly selected, and capable of exercising an efficient superintendence over 
the patients), there is no asylum in the world in which all mechanical restraints may 
not be abolished, not only with perfect safety, but with incalculable advantage. 


Joun CoNoLLy 
October, 1884. 


From Tuke’s History of 
the Insane in the British 
Isles, p. 208 (1882). 


I do not hold the memory of Conolly in respect, merely or principally because he was 
the apostle of non-restraint, but because, although doubtless fallible (and indiscriminate 
eulogy would defeat its object), he infused into the treatment of the insane a con- 
tagious earnestness possessing a value far beyond any mere system or dogma. His 
real merit, his true glory, is to have leavened the opinions and stimulated the best 
energies of many of his contemporaries, to have stirred their enthusiasm and inflamed 
their zeal, to have not only transmitted but to have rendered brighter the torch which 


he seized from the hands of his predecessors. 


TuKE, Ibid, p. 447. 
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DEPARTMENTAL ADMINISTR 


Vermont was for two years the only state 
in the Union whose mental institutions were 
incorporated into the Department of Health. 
This placement was made at the insistence 
of the then governor. Neither department, 
Health or Welfare, campaigned for or 
against the shift. This year the procedure 
was reversed, and the present governor 
pressed for returning the institutions to 
Welfare. Both departments defended their 
administrations only when called on by leg 
islative committees to do so, and differences 
of opinion between legislators did not de- 
scend to wrangling. 

During two decades many hospital men 
have believed that oversight by a medical 
department would improve the care of the 
mentally ill in many states. The scheme has 
been advocated particularly where other gov- 
erning boards were too content with inferior 
standards. But at least two state health com 
missioners, men of genuine sympathy with 
our patients, have opposed the plan. They 
feared that the fiscal and administrative 
problems in the care and treatment of some 
thousands of patients would overshadow the 
issues that are peculiar to public health and 
that nobody else but a public health depart- 
ment can handle. If in some year appropri- 
ations are cut, patients must be fed—but 
watersheds and beaches could be neglected 
and perhaps might have to be neglected 
Psychiatric salaries run larger than public 
health salaries, and that fact would make 
harmony hard to hold in a combined organ- 
ization. The two sets of interests are di- 
vergent (though not antagonistic) at most 


ATION OF MENTAL HOSPITALS 


points, and would require two sets of minds 
to solve their problems. So health adminis- 
rators learn from us and help us in several 
ways, but they do not covet our problems 

It is a pity that the amalgamation in Ver- 
mont could not have lasted at least another 
biennium. The Board and the Commissioner 
were quite ready to carry the responsibility 
at least long enough to make sure how it 
would work, and the hospital men enjoyed 
the medical connection. There was appre- 
hension that Health would spend more than 
Welfare on our institutions and clinics, and 
probably that would have come to pass. 
Vermont is not a wealthy state and money 
is hard to come by. Ward employees are 
not yet on the 8-hour system and hundreds 
of patients stay indoors too much because 
there are not enough attendants to get them 
out. All this does not indicate niggardliness, 
and even in this difficult period hospital 
wages are being raised. 

We can only surmise whether the Welfare 
Department will be able to do more or less 
for our patients than the Health Department 
has done. Few problems have been solved 
in this short period and Welfare takes back 
some difficulties that it had relinquished 
without regret. 

In a few places all responsibility for the 
mental hospital is vested in a Health Depart- 
ment, and we must continue to watch the 
Territory of Hawan, the Canadian Prov- 
inces, and the Federal Government for ex- 
perience in this type of combination of dif- 
ferent medical functions. 


— 
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NaTIONAL MENTAL HEALTH PROGRESS 
The September 1951 issue of the Progress 
Report of the National Institute of Mental 
Health surveys the results in the five years 
since the passage of the Mental Health Act, 
giving a nation-wide picture. Research has 
doubled in that period, aided by grants from 
the NIMH, the Veterans Administration, 
armed forces and private foundations; al- 
most five million dollars is now spent an- 
nually on investigations in mental health, 
and NIMH research fellowships have helped 
train 90 physicians and other scientists for 
advanced studies. 

Training mental health workers has been 
one of the biggest responsibilities under the 
Act. Since its passage, 430 stipends have 
heen awarded by NIMH for training of psy- 
chiatrists. NIMH also gives support to 
medical schools for better mental health 
training for undergraduate students ; to date 
funds spent for such training amount to 
almost $9,500,000. 

3efore the Mental Health Act was passed, 
state-wide mental health programs were non- 
existent in half of the nation. They are now 
operating and expanding in every state and 
territory. Before the Act, 15 states had no 
mental health clinics; today every state has 
at least one. With the aid of NIMH grant- 
in-aid funds, clinic psychiatric services have 
increased by approximately 50%. 

The proportion of fur 
mental health by the fede vernment has 
gradually reversed tothe —_it that each fed- 
eral dollar is now matched by more than two 
state or local dollars. This is encouraging 
indication of the widespread local support 
of the national mental health program. 


spent on 


1951 SatmMon Lectures.—The Salmon 
Committee on Psychiatry and Mental Hy- 
giene announces that Dr. Arthur H. Ruggles 
will deliver this year’s Thomas William 
Salmon Lectures at the New York Academy 
of Medicine. His subject will be “The Place 
and Scope of Psychotherapy,” and the talks 
will be given on the evenings of November 
>, 14, and 20 at 8:30 o'clock. 


Dr. Ruggles is a former President of The 
\merican Psychiatric Association and of the 
National Committee for Mental Hygiene. 
During World War II he was Consultant 
to the Secretary of War and Chairman of 
the Committee on War Psychiatry. He is at 
present General Consultant to Butler Hospi- 
tal, Providence, R. I., of which he was super- 
intendent for 26 years. 


Minnesota CONTINUATION CouRsE.—The 
University of Minnesota will present a con- 
tinuation course in child psychiatry for gen- 
eral physicians and pediatricians, November 
26 to December 1, 1951. There will be two 
visiting faculty members: Dr. Reginald S. 
Lourie, director of the department of psy- 
chiatry, Children’s Hospital, Washington, 
D. C.; and Dr. J. Franklin Robinson, direc- 
tor of the Children’s Service Center of Wy- 
oming Valley, Wilkes-Barre, Penna. Dr. 
Reynold A. Jensen, associate professor, de- 
partments of psychiatry and pediatrics, Uni- 
versity of Minnesota, is chairman for the 
course. 


Dr. S. G. Law Dies.—Dr. S. G. Law of 
Minneapolis died at the age of 49 on Sep- 
tember 3, 1951. He had been associated since 
1946 with Drs. Eric Kent Clarke and Wil- 
liam Fleeson at the Minnesota Psychiatric 
Institute, which he helped found. Dr. Law 
served as neuropsychiatrist with the U. S. 
engineers on the Alaska-Canada highway 
and as psychiatrist with the Manhattan Proj- 
ect in Oak Ridge, Tenn. During 1945-1946 
he was industrial psychiatrist to the Tennes- 
see Eastman Corporation at Oak Ridge. He 
was the author of “Therapy Through Inter- 
view,” published in 1948. 


MepicaL Socrety oF ANALYTICAL Psy- 
CHOLOGY.—A 7-session seminar entitled “In- 
troduction to Jungian Theory and Practice” 
will be presented by this Society January 9, 
1952, to March 5, 1952, on Wednesday eve- 
nings at the Academy of Medicine Building, 
New York City. 
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The seminars are intended for physicians, 
psychotherapists, and lecturers on psycho- 
analysis or psychiatry. Subjects and speakers 
are as follows: “Jung’s Concept of the Un- 
conscious” —Dr. E. Bertine; “Basic Struc- 
tural Elements of the Psyche”—-Dr. W. 
Engel; “Psychological Types’”—Dr. C. G 
Taylor; “Jungian Dream Interpretation”. 
Dr. B. Hinkle; “evolution and Comparison 
of Some Cardinal Concepts of Depth Psy- 
chology (Freud and Jung)”—Dr. A. Abel; 
“The Goal of Jungian Analysis’—Dr. V. 
de Laszlo; and “Principles of Jungian Psy- 
chotherapy”—Dr, Harding. 

Fee for the entire seminar is $10.00. For 
information write to Dr. Werner Engel, 123 
W. 74th St., New York 23. 

INTERNATIONAL PsyCHOANALYTIC Con- 
GRress.—Dr, leo Bartemeier, returning from 
Amsterdam, where he officiated as_presi- 
dent of the 17th International Psychoanalytic 
Congress (Aug. 5-9, 1951), reports an 
exceptionally successful meeting, with an 
attendance of 458 members and guests. 
There was a large representation from the 
United States, and the scientific program 
was well punctuated by papers by analysts 
from the United States. 

Dr. Heinz Hartmann of New York City 
succeeds Dr. Bartemeier as president of the 
Association and Dr. Ruth Eissler of New 
York City succeeds Dr. Grete Bibring as 
secretary. For the first time in the history 
of the Association, a member from the 
United States was elected treasurer: Dr. 
Max Gitelson of Chicago. The Association 
accepted the invitation from the British 
Psychoanalytic Society to hold the 18th Con- 
gress in England in 1953. 


SocreDAD CUBANA DE 
Society announces election of officers for the 
year 1951-1952 as follows: president, Dr. 
Jose Angel Bustamante ; president-elect, Dr. 
Oscar Sagredo; secretary, Dr. Jose Perez 
Villar ; vice-secretary, Dr. Francisco Aguero ; 
treasurer, Dr. Armando Cordova; vice- 
treasurer, Dr. Carlos Acosta; and vocal, Dr. 
Miguel Angel Nin. Headquarters of the 
Sociedad Cubana de Psicoterapia: Malecon 
Ot, Habana, Cuba. 


Water E. Fernatp State ScHooL.— 
Dr. Malcolm J. Farrell, director, and Dr. 
Clemens E. Benda, executive secretary, have 
announced that the 17th postgraduate semi- 
nar in neurology and psychiatry, including 
child psychiatry, will be held from October 
2 to December 4, 1951, inclusive. During this 
period there will be 10 weekly sessions at the 
Walter I. Fernald State School, at each of 
which two lectures will be given (6:00-7 : 30 
and 8:00-9: 30 p.m.) 

The teaching staff for this seminar is re- 
cruited from the Walter E. Fernald State 
School, Harvard University and School of 
Public Health, Boston Psychopathic Hospi- 
tal, Massachusetts General Hospital, Tufts 
College, the Children’s Medical Center, the 
Habit Clinic of Child Guidance, Judge Baker 
Foundation, and Wellesley Human Relations 
Service. 

MINNESOTA LiIcENsES PsYCHOLOGISTS.— 
Certification of psychologists in Minnesota 
was authorized by the 1951 legislature, and 
Governor Youngdahl appointed a 7-person 
board of examiners selected from a group 
of 12 psychologists who were recommended 
by the executive council of the Minnesota 
Psychological Association. The state com- 
missioners of mental health and education 
also participated in the recommendations. 
Members of the board, as prescribed by the 
law, will serve for terms ranging from 1 to 
7 years. 

Minnesota is the fifth state to set up 
machinery for licensing psychologists. 


Dr. Caravepo ELectep To PERUVIAN 
AcapeMy.—Dr. Baltazar Caravedo of Lima 
has been elected to membership in the Na- 
tional Academy of Medicine. The citation 
refers to his outstanding work in psychiatry, 
in hospital administration, and in research. 

CONFERENCE ON SCIENCE, PHILOSOPHY 
AND Reticion.—The Twelfth Annual Con- 
ference on Science, Philosophy and Religion 
in Their Relation to the Democratic Way of 
Life took place in New York City Septem- 
her 4-7, 1951. Over 100 participants from 
universities, museums, periodicals, founda- 
tions, boards of education, government 
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agencies, labor unions, industry, and news- 
papers discussed the problem, “Freedom and 
Authority.” Definitions and theories were 
considered, as well as cultural, legal, and 
governmental implications. 

VACANCIES FOR MentaL Heartu Per- 
SONNEL.—Attention is called to a bulletin 
issued from time to time by the U.S.P.HL.S., 
listing position vacancies at state and local 
levels, for psychiatrists, psychologists, psy- 
chiatric social workers, and mental health 
nurses. This bulletin is obtainable from 
the National Institute of Mental Health, 
Bethesda, Md. 


Wayne County TRAINING SCHOOL.— 
This School at Northville, Mich., recently 
celebrated its 25th anniversary. A program 
was presented on October 4-6, 1951 in co- 
operation with the Michigan Society for 
Mental Hygiene. Among the speakers were 
Dr. Leo H. Bartemeier, Dr. Leo Kanner, 
and Dr. George S. Stevenson. Dr. Robert 
H. Haskell, who has been medical super- 
intendent of the Wayne County Training 
School since 1926, was the speaker at the 
special luncheon. 

lowLerR Lectures, EpGEwoop SANITA- 
r1uM.—The second annual series of l‘owler 
Lectures took place September 20 and 21, 
1951, at the Edgewood Sanitarium, Orange- 
burg, S. C. Topics considered in this series 
were alcoholism and drug addiction, and 
religion and psychiatry. The Lectures were 
open to interested physicians, educators, leg- 
islators, nurses, parents, social workers, po- 
lice, lawyers, and others. There were five 
speakers in ten sessions, as well as a panel 
discussion. 

New York State Service.—Two ap- 
pointments were announced by Dr. Newton 
3igelow, Commissioner of Mental Hygiene, 
to become effective August 1, 1951. Dr. 
Francis J. O'Neill became senior director of 


Central Islip State Hospital and Dr. Bascom 
B. Young director of Utica State Hospital. 
Dr. O'Neill succeeds Dr. David Corcoran, 
who retires after 44 years in the state ser- 
vice. Dr. Young succeeds Dr. O'Neill, who 
had been director at Utica since April 1949. 


FirtH Connecticut SEMINAR IN NEU- 
ROLOGY, PsyCHIATRY, AND RELATED FIELDs 
or Mepicine.—This seminar, sponsored by 
the joint committee of state mental hospitals 
and the department of psychiatry of Yale 
University School of Medicine, will be held 
throughout the year, beginning October 1, 
1951, and ending May 2, 1952. This is a 
comprehensive course, offered four days a 
week, covering general and specific topics. 
Certain of the courses are open to clinical 
psychologists, psychiatric social workers and 
nurses, members of the bar, and senior stu- 
dents of law in the state of Connecticut. 

Curricular secretary is Dr. Paul I. Yakov- 
lev, Connecticut State Hospital, Middle- 
town. The courses are offered at various 
hospitals, VA offices, and at Yale University. 


NortH SuHore Resort.—This 
institution presents its second annual lecture 
series, to take place the first Wednesday of 
the month from October through June (sec- 
ond Wednesday in January). The theme of 
the lectures is “Emotional Reactions to 
Stress,” and nine widely known psychiatrists 
and social workers will speak on the various 
aspects of the question. The lectures are 
given at the North Shore Health Resort, 
225 Sheridan Road, Winnetka, Ill., and are 
open to all physicians. For further informa- 
tion write to Dr. Samuel Liebman, medical 
director of the Resort. 


NassAU NEUROPSYCHIATRIC SocretTy.— 
The Nassau Neuropsychiatric Society has 
elected the following officers for 1951-1952: 
president, Dr. H. Lawrence Sutton; vice- 
president, Dr. John McGowan; secretary- 
treasurer, Dr. Max Zuger. 


S 
f 
a 
1 
) 
| 
a 
= i 
| 
| 
) 
1 
1 


BOOK REVIEWS 


Tue Parers or Apotr Meyer. Vot- 
UME I—Nevrovocy. Edited by Eunice H'in- 

(Baltimore: Johns Hopkins Press, 1950 
Price (4 volumes): $39.00.) 


Dr. Adolf Meyer, who died March 17, 1950, was 
one of the outstanding figures in American neurol 
ogy and psychiatry in the first half of the twentieth 
century. Indeed, his first work dates back to 1892, 
when he wrote his inaugural dissertation at Zurich, 
stimulated, by Forel, on the comparative neuro 
anatomy of the reptile. Subsequently he came to 


ters 


Chicago and finally became professor of psychiatry 
at Johns Hopkins University. There he was widely 
influential in developing, through his teaching, le« 
turing, and practice, the concept of psychobiology 
He wrote no books, but more than 250 papers. Each 
is a facet in the intricate pattern of his mental de- 
velopment. The field covered ts wide, for Dr. Meyer 
had many interests. Scattered through so or 60 
periodicals, they fall roughly into the 4 classes of 
neurology, psychiatry, medical teaching, and mental 
hygiene. The editor of his “Collected Papers” has 
found enough material to justify 4 volumes, one for 
each of the subjects mentioned above. 

\s might be expected, the first volume, “Neu- 
rology,” is concerned with neuroanatomy and neu 
ropathology, with a smaller section on neurology 
in general, without specific emphasis on the practice 
of neurology. In neuroanatomy Dr. Mever will 
long be remembered for his construction of brain 
models based on serial sections, in drawings on 
superimposed glass plates. Other models were later 
developed showing brain lesions. These reconstruc 
tions were the basis for a course in plastic model- 
ing. Long carried on at Johns Hopkins University 
and elsewhere, the course was taken with profit 
by many students, both American and foreign. Dr 
Meyer also established the specific structure of the 
calearine cortex and traced the course of the optic 
radiations. In another paper he disclosed the ter- 
nunation of the auditory nerves. Each paper is 
reprinted in full in this volume with excellent re- 
productions of the original illustrations. The volume 
also contains Dr. Meyer's notes on post-mortem 
examination, the preparation and preservation of 
neurologic and embryologic material, his 
demonstration of “central neuritis.” Finally, the 
work in neurology centers around his papers on 
aphasia, book reviews dealing with this same sub 
ject, and a few reports on brain tumors, trauma, 
syphilis, and softenings of the brain. These papers, 
some privately printed, are also reproduced in full 
with illustrations, some of them colored, and thus 
a complete picture is presented of the work by D: 
Meyer. A few unpublished works are also included 
The book contains an adequate index. 

For the seasoned student or the contemporary 
Dr. Meyer, this volume contains much of interest 
To one reading these papers for the first time or 
to the succeeding generations who did not have the 
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privilege of knowing the author and being inspired 
by his dynamic personality, the volume will be a 
sound one of reference but a difficult one to use on 
account of its lack of integration. There is, for 
instance, no brief picture of the man, his time and 
his work, as an introduction. Dates in relation to 
his age and the place where he was working at the 
time the paper was given are frequently mussing 
Each paper be« es a little unit of its own and, 
owing to the somewhat involved style of writing, 
based on his thinking in German, his native lan- 
guage, the English sentence construction sometimes 
leave ch to be desired l 


in clarity of expression 


1) M 4 wa 
S ! } hy 
found torical sense. He 

1 diffuse in } writing, making it a task to 
f v | thought «¢ ind not miss any of the 
I wl was eedingly fond Part 
of the material, moreover, is toda tdated, as 
would naturall ccu i subject that is under- 
oing progression. Some will have wished that 
the editor had left out part of the papers, thus pro- 
ducing a selective volume rather than an all-inclu- 
ive one At times the frame seems a little large 
for the picture Nevertheless, many people will 
find material to interest them in the comprehensive 


amount of investigation carried on by this indus- 
trious physiciar Those, for instance, interested in 
brain anatomy will want all the material on the 
development of the brain model Others with his- 
torical inclinations will be grateful for the paper, 
Historical Fragments on the Neurologic and Psy- 


1c ialties,”” delivered 


in 1942 as a tribute 
to Bernard Sachs. There one will find, for instance, 
a discussion of the development of the neurone 
theory that is unequalled medical literature 
Another excellent historical paper is on the founder 
of neurology at Zurich. The 


tions, moreover, 1s outstanding in its field, and the 


aper on optic radia- 


illustrations depict the cours. of these radiations 
with extreme accuracy 

In general, this book is a splendid tribute to 
Adolf Mever and will be welcomed by all who 
knew him and by generations of students of neu- 


rology and psychiatry in the future. If the other 
volumes continue the high standard set by Volume 
I, “The Collected Papers of Adolf Mever” will be 
an outstanding contribution to American medicine 
Henry R. Viets, M.D., 
Member, Board of Consultation, 
Mas aichusetts General Hospital, 
Boston, Mass 


Emotions AND Criinicat Mepicine. By Stanley 
Co W.D. (New York: W. W. Norton & 


Company, Inc 1950 Price $3.00 ) 


rn psychiatry cannot be ¢ xpressed 
in terms of physics and chemistry and is not amena- 


ble to the utterly materialistic discipline of, say, 
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studies of congenital heart disease. It has necessarily 
grown up without the benefit of the hard foundation 
of solid scientific fact that most of the rest of 
medicine has been fortunate enough to have. The 
result is that there is largely unexplored land lying 
between our knowledge of the soma and our under- 
standing of the psyche. Most of us are aware of 
the delicate balance that exists between our “phys- 
iological” and our “psychological” bodily functions, 
but none of us yet really understands in what way 
the one is interrelated to and dependent on the 
other. Fortunately for our peace of mind (and even 
for our cohesion as doctors of medicine) a few 
paths, thorny and difficult in places, are being 
driven through this unknown territory. Dr. Stanley 
Cobb has contributed a notable addition to these 
paths. He is ideally equipped for the task with his 
very large experience not only in psychiatry but 
also in neurology, neuropathology, and neurophysi- 
ology. He should be congratulated for his grasp 
and incisive thinking on the subject. 

The book is divided into 2 parts. In the first 
there is an admirable survey of the present state 
of our knowledge concerning the anatomy and physi- 
ology of the emotions. In recent years a mass of 
information has been obtained from various sources. 
Here many of the salient facts are correlated and 
an attempt is made at interpretation. And this in- 
terpretation is often far from easy. For instance 
there are the extraordinary differences between the 
behaviour of a cat and the behaviour of a monkey 
when their amygdaloid regions are removed; the 
one becomes furious while the other becomes placid. 
I like Dr. Cobb’s explanation that the rage reac- 
tion is essential for a carnivorous animal obtaining 
food, but worse than useless for a largely vegetarian 
animal picking a banana. One of the merits of the 
book is that such discrepancies or gaps in our 
knowledge are examined as carefully as the ma- 
terial better understood. 

The second part is concerned with the application 
of this thinking to clinical medicine. Anorexia ner- 
vosa has been chosen as an example of a psychoso- 
matic illness because of the large part emotions 
seem to play in bringing out the medical symptoms. 
The cases are presented from this point of view. 
There follows a short but critical discussion of 
the problem of organ specificity in psychosomatic 
medicine and the difficulties of accurately assessing 
personality patterns. 

In an introduction John R. Reid, the professor 
of philosophy at Stanford University, defines emo- 
tion and makes some worth-while comments on 
medical definitions in general. 

This is an important work on a subject that is 
fundamental to our understanding of disease in 
its entirety. 

Joun Pricnarp, M.B., M.R.C. P., 
Hospital for Sick Children, 
Toronto, Ont. 
ScHIZOPHRENIC Art: Irs MEANING IN PsyCHo- 
THERAPY. By Margaret Naumburg. (New 
York: Grune & Stratton, Inc., 1950. Price: 
$10.00. ) 


“Schizophrenic Art: Its Meaning in Psychother- 
apy” might seem a pretentious title for a book that 


covers only 2 cases, however authoritative and 
impressive ‘its format. But perhaps Miss Naum- 
berg is justified as her studies reveal the gamut 
of vices and virtues, of possible successes and fail- 
ures, in art therapy. 

The therapeutic value of art is neither new nor 
unproven whether used for symbolic release or 
for conscious integration. Yet the understanding 
of the creative impulse and its production still es- 
capes most psychiatrists and psychologists, and in 
their attempts at empirical classification, at the ex- 
pense of intuition and modest but highly cultivated 
judgment, they are apt to discover in new, tortur- 
ous, and sometimes morbid ways what cultivated 
people have recognized and acted on throughout 
the ages, perhaps without the same specific depth 
yet with a more comprehensive profundity. 

In the discussion of symbolism in her “Introduc- 
tion—A Survey of the Significance of Psychotic 
and Neurotic Art, 1876-1950" Miss Naumburg 
raises an important point on the “telepathic leak- 
age in the psychoanalytic situation,” the influences 
that cause a Freudian to dream in sexual symbols 
and a Jungian in symbols of the “collective un- 
conscious.” While Miss Naumburg argues an un- 
directed symbolic production beyond these schools, 
in her first case one sees a steady increase in the 
patient's production of symbols to oblige Miss 
Naumburg’s interpretation. Such a force is hard 
to resist and one sees again a patient's eagerness 
to grab at straws of symbolism and interpretation 
that remain straws without bricks because they 
are limited by superficial comprehension. A pa- 
tient’s awareness of symbolic language, for all of 
its release of deep and disturbing material, can 
become more a new delusion than a cure and a very 
self-conscious expression of the unconscious. 

While the patient's personal symbolism should 
have every consideration in its correlation with 
universal symbols this again raises the question of 
the actual value of these so-called universal sym- 
bols. One remembers a doctor who was explaining 
the work of a young woman. The picture had a 
black cloud upper left and the word FREE blasting 
down from it toward white wave caps in the lower 
right. The F was brown, the R blue, the E red, the 
second E yellow, The doctor said, “You can see this 
young woman is working through something, from 
the depressed black, to the anal-erotic brown, to 
the homosexual blue, to the heterosexual red, to the 
promiscuous free yellow, and the white of idealism 
and peace.” On this basis it might occur to one 
that the American flag is a very well-balanced 
arrangement. 

The interpretive paths seem chosen rather than 
inevitable and with very different therapeutic di- 
rections possible under other emphases. One misses 
a clear indication of the correlation to other ther- 
apies. Too, Miss Naumburg’s comments outnumber 
the patients’ and reach a height (or nadir?) of 
conjecture at times. One wishes for parallel ac- 
counts entirely by the patients. 

In both cases Miss Naumburg helped effectively 
through her proffered understanding and erudition, 
her dedication. Both show the importance of art 
as communication when other ways are blocked. 
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But art therapy is one of those most subject to 
overdramatization. One needs to be reminded ot 
restraint. The quotation from Dr. Fromm-Reich- 
mann’s “The Philosophy of Mental Disorder” —"a 
person can emerge from a severe mental disorder 
as an artist of the first rank” seems more hopeful 
and facile than it does true. We have all known 
of artists who went from creativity to psychosis, or 
in and out, but who can name an instance of one 
who emerged from a psychosis to major creativity, 
and what is first rank? The line is very blurred 
these days between what is aesthetically engaging 
and interesting and what is a mature, major pro- 
duction. 

Now that sex has been recognized for 50 years, 
perhaps we can deal with sexual problems on a 
less avidly frank basis. 

Without curtailing our investigation of symbol 
ism we might well use our knowledge, especially 
with the patient, in an understate rather than an 
emphasized way. In the less controlled phases of 
scientific exploration we must avoid any quasi- 
scientific romanticism. 

PRENTISS TAYLOR, 
Art Therapist 
Saint Elizabeths Hospital, 
Washington, D. C. 


SocitaL ApJ USTMENT, A TEXTBOOK FOR GrouP Psy- 
CHOTHERAPY Crasses. By J. W. Klapman. 
(Chicago: Resurgo Associates, Inc., 1949. 
Price: $5.00.) 


Klapman’s volume is meant to be a textbook for 
patients attending group psychotherapy classes. As 
such it meets a need hitherto sorely neglected. 
Group psychotherapy, if not entirely nondirective, 
is instruction first and foremost, and the use of a 
suitable textbook ought to be the sine qua non for 
the effective management of a class. Yet, to the re- 
viewer's knowledge, no such text has been available 
until now. It is gratifying to know that Klapman 
has happily avoided the familiar pitfalls of popular 
writing. The exposition is terse, not too compact ; 
the contents, psychoanalytically slanted, are care- 
fully kept this side of extremist formulation; the 
style is fluid, steering clear of academic starchiness 
as well as of appeal-hunting streamlining. Exam- 
ples and illustrations are well chosen, with simple 
events, drawn from everyday experience, featured 
in simple everyday language. As is proper for a 
textbook written for persons suffering from stig- 
matization, the subject of the stigma of mental dis- 
ease is treated rather extensively, At times, how- 
ever, the author exceeds the bounds of prudence 
in his eagerness to knock the props from under the 
concept of the stigma, for instance, when on page 
12 he states that “mental disease, on the whole, is 
not inheritable.” Even if qualified, a statement of 
this kind is not warranted. One might also ques- 
tion the wisdom of quoting Charles Lamb's “Es- 
says of Elia” and Charles Dickens’ “Christmas 
Carols” in illustration of the mechanism of repres- 
sion. But these are minor faults, easily corrected, 


in a volume in whicl 
properly balanced wit! 


the means of description are 

the purpose of the theme. 
ApraHaM A. Low, M.D., 

Chicago, III 

Vom Wesen Nevurose. (About the Nature of 

Neurosis and Its Manifestations). Second Edi- 

tion. By Dr. Med. Habil. Ernst Speer. (Stutt- 


gart: Georg Thieme Verlag, 1949.) 


The first edition appeared in 1938; the present 


volume is a revised and condensed version of the 
first. 


Neurosis, according to the author, is the conse- 
quence of “insufficient digestion of experience.” 
Freely translated it means: a neurosis develops 


when the psychic energies of an individual become 
insufficient to deal with the demands made on them. 
Such excessive demands occur through a sudden 
impact like an accident, or through small irritations 
of time 

lhe author sharply separates this group of people 
from those who are born with a diminished ability 
to cope with even average demands made on their 
psychic energies 


over a longer peri 


Speer’s basic contention is that neurosis is the in- 
ability of an individual to maintain his ties with 
society. He regards neurosis not so much as “flight 
into illness” as “flight from society.” Consequently, 
when this ability to maintain social contact is taxed 
too much—for whatever reasons—the individual 
withdraws. The author goes one step further: he 
regards the time of sickness as a period of dimin- 
ished activity equivalent to that brought about by 
the surgical procedure of immobilization of an in- 
jured part of the body to speed up recovery. He 
concludes that neurosis is not a permanent state 
but only an attempt at a temporary solution of a 
conflict, which may possibly become the permanent 
solution 

The number of patients falling into the category 
of a “one symptom neurosis” is very small indeed. 
The author illustrates his theories with examples 
from neurosis, addictions, difficulties 
during the process of maturing, and “organ-neuro- 
ses.” The differential diagnosis between these and 
other mental illnesses, especially schizophrenias, is 
carefully and convincingly done. 

Knorr, M. D., 
New York City. 


compulsion 


SeLectep READINGS IN SoctaL Psycuoiocy. By 
Steuart Henderson Britt. (New York: Rine- 
hart and Company, Inc., 1950. Price: $2.00.) 


This volume was prepared for undergraduate stu- 
dents and can be used as a supplement to any text 
in social psychology. But for the general reader, 
each of the 50 articles has something of special in- 
terest, because Britt, in keen and piercing manner, 
has chosen well from the mais of material in this 
field. For this reason we can excuse his following 
the too frequent procedure of having others write 
most of his book. The emphasis is on experimental 
and observational reports and on summaries of em- 
pirical studies. Some of these are “old,” but more 
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of them are “new,” with recent empirical studies 
predominating. The collection includes representa- 
tive writings from psychologists, sociologists, an- 
thropologists, and other social scientists. 

The material has been grouped under 6 main 
headings: (1) Social Psychology and Its Methods, 
(2) Biological and Social Foundations of Behavior, 
(3) Some Individual Factors of Social Adjust- 
ment, (4) Behavior in the Presence of Others, (5) 
The Social Psychology of Institutions, (6) Social 
Conflicts. These titles are the same as those used 
in Britt’s own text on “Social Psychology of Mod- 
ern Life,” but he has arranged some special tables 
relating the material to other texts by well-known 
authors. There is also an alphabetical table of 
topics covered so that the material can be used 
readily in any desired arrangement. 

Among the many subtopics we note with interest 
a range that covers briefly such diverse matters as 
statistical methods, deviant behavior, social control, 
folklore, fads and fashions, marriage, morale, preju- 
dice, propaganda, psychological warfare, public 
opinion, and, finally, war and peace. The last ar- 
ticle is taken from Hadley Cantril’s presidential 
address given before the Society for the Study of 
Social Issues, in 1948. In this article called “Psy- 
chology Working for Peace,” the notion of war as 
instinctive is challenged and the idea is developed 
that both war and peace are the results of learned 
behavior. This material, originally compiled by the 
author when he was working for Unesco, has be- 
come classic among social psychologists, and like 
other writings in Britt's collection should be fa- 
miliar to all persons interested in any phase of so- 
cial psychology. 

E, L. Scuort, Pu. D., 
Henry Ford Hospital, 
Detroit, Mich. 


PsyCHOANALYsIS: EVOLUTION AND DEVELOPMENT. 
3y Clara Thompson. (New York: Hermitage 
House, 1950. Price: $3.00.) 


Because of the increasing complexity of psycho- 
analytic theory and practice, there has been a grow- 
ing and considerable confusion in the mind of every 
young psychiatrist trying to orient himself among 
the diverging “schools” of psychoanalysis. To a 
very considerable extent Dr. Thompson’s book 
serves this need for orientation. It is a well-docu- 
mented and thoughtfully considered survey of the 
basic theoretical and therapeutic principles, begin- 
ning with Freud and ending with the recent ideas 
of Sullivan and Fromm. On the whole, the author 
aims to integrate similarities rather than to em- 
phasize differences and endeavors to “note the gen- 
eral stream of development, perhaps finding that 
the infant science (or art) has a forward moving 
direction to which all the different schools have 
contributed.” 

In endeavoring to integrate the historical data, 
the author admittedly “slanted towards the cultural, 


interpersonal school,” also slants occasional attacks 
obliquely against Freud, e.g.,: “Freud’s turning 
away from environmental factors, as a major con- 


cern, to organic constitution, was, however, most 
unfortunate. For this reason, he came to minimize 
what actually happens between people, failed to take 
into consideration that it is the dynamic interaction 
between people which provides the locus of func- 
tional mental illness.” Even the beginner in psy- 
choanalysis may be astounded by this statement, in 
view of the almost universal knowledge of Freud’s 
discovery of the Ocdipus complex—certainly a 
highly dynamic interaction between people—and his 
discovery of transference and countertransference. 
It is to be noted that in a later chapter the author 
seems to accept constitution in the form of “tem- 
perament” as something different from and perhaps 
more basic than character, implying, as did Freud, 
that personality is not determined only by environ- 
mental or interpersonal factors. 

In spite of all that has been written on anxiety, 
it is refreshing to read that: “The reason why some 
people develop anxiety more readily than others is 
still unknown. It cannot yet be determined whether 
it is due to some congenital disposition or whether 
certain types of life especially lay the foundation for 
the predisposition.” This discussion on anxiety and 
especially the description of the contributions of 
Horney, Sullivan, and Fromm on the relationship 
of primary and secondary anxiety to cultural pres- 
sures is not altogether clarified. The introduction 
of new terms and new concepts makes it exceed- 
ingly difficult and confusing to compare and inte- 
grate different contributors’ ideas. 

The final comments on recent developments in 
related fields of psychoanalysis—for example, social 
work, psychosomatic theory, details of therapy, and 
concepts of cure—are of considerable interest but 
lack validation, and it will be some years before 
many of the views here presented can be accepted. 

Although everyone will find some points of dis- 
agreement, this book can be recommended for the 
student of psychoanalysis at this time. 

Harry I. Wernstock, M.D., 
New York City. 


Tue Envetore. By James S. Plant, M.D. (New 
York: The Commonwealth Fund, 1950.) 


Throughout his life Dr. Plant studied his patients 
as autonomous individuals reacting in and to a sig- 
nificant social setting. In “Personality and the Cul- 
tural Pattern” he considered factors in the changing 
social setting in which his patients lived. “The En- 
velope” is a complementary work in which attention 
is directed toward the patient. 

The “envelope” was not to be conceived of as a 
tangible structure, but the term was introduced to 
emphasize the plane of interreaction of the individ- 
ual with the social setting. “Between the need of 
a child and the sweep of social pressure lies a 
membrane—a sort of psycho-osmotic envelope. . .” 
Cautioning against an oversimplification of the is- 
sues confronting an individual, Dr. Plant stated, 
“T assume that the personality has many ‘problems’ 
instead of a few.” 

The book represents a thoughtful effort to de- 
scribe certain recurring patterns in growth. In all 
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his writings Dr. Plant meticulously held to record- 
ing and describing behavioral phenomena that were 
observed in the child guidance clinic. He allowed 
himself little liberty beyond the observable facts and 
demonstrated that the descriptive method could lead 
yet to the discovery of important facts in psychiatry 
The distinction between the problems of security 
and those of adequacy illustrated the manner in 
which Dr. Plant has set forth observations that for 
him have withstood the test of long use. 

The book will be of value to those seeking orien- 
tation in the field of behavioral difficulties with chil 
dren. It deserves the thoughtful study of those who 
have become contented with our formulations about 
the psychological development of children. 

J. FRANKLIN Ropinson, 
Childrens Service Center of Wyoming Valley, 
Wilkes-Barre, Pa. 


Conressions or A Poet. By Paul Verlaine. (New 
York: Philosophical Library, 1950. Price: 
$3.00. ) 


Paul Verlaine’s dates are 1844 and 1806. Shortls 
before his death he began writing his Confessions 
They reach only halfway through his life—to the 
year 1871. Death spared him the agony of record 
ing the second half—that of the deterioration of a 
personality under the combined poison of Rimbaud 
and absinthe. 

The style of the Confessions is informal and spon- 
taneous. The author converses familiarly with the 
reader and gives the impression of complete sin- 
cerity without decorating or extenuating his un- 
savory exploits. 

Verlaine’s gift of song was synchronous with ado 
lescence—“My puberty and mind developed to- 
gether.” At this time he fell under the influence 
of Les Fleurs du Mal, an influence that persisted 
but did not enslave. 

The poet’s longest period of sobriety during his 
adult years was while spending two years in prison 
following an unsuccessful attempt during a drunken 
quarrel upon the life of his vicious and perverted 
friend Rimbaud. During his imprisonment the pagan 
became a Catholic and wrote a book of religious 
poems, rated among the finest of their class. 

A happy marriage that might have brought a 
measure of calm to the poet's tempestuous life failed, 
mainly because of the parasitic influence of Rim- 
baud. Verlaine’s wife soon divorced him and later 
remarried, 

In the life of Verlaine we have another instanc: 
of the combination of sublime genius and an utterly 
unregulated existence encompassing excesses of all 
kinds. 

In the words of Lewis Lewisohn, “He was the 
purest lyrical singer that France had ever known.” 
At his funeral Coppee summed the matter up: “He 
remained a child always.” 

A biographical sketch touching the main incidents 
and circumstances of the poet's life and completing 
the part left unfinished in the Confessions ts pro- 
vided in the introduction by Martin L. Wolf 

The volume is illustrated by several drawings and 


lithographs by William Rothenstein and others, and 
a few of Verlaine’s poems are also included 


INTRODUCTION TO NevuROPATHOLOGY. By Samuel 
Pendleton Hicks, M.D., and Shields Warren, 
Ww.D. (New York: McGraw-Hill Book Co., 
1950. Price: $10.00.) 

In the introduction of this latest addition to 
neuropathology texts, the authors state their high 
intention: “If this introduction to neuropathology 
will stimulate a greater combined effort between 


pathologists and neurologic specialists, it will have 


accomplished its purpose.” A volume of neuropa- 
tholog to this high purpose should serve 
the ge jogist by a precision of anatomical 
detail a reliable, if brief, account of the 


clinical background of the material that comes to 
biopsy or autopsy. It should serve the neurologic 

l of those 
pathological mechanisms that produce clinical signs 
and symptoms 


specialist by giving a reasonable accout 


\ few examples might serve to explain why one 
doubts the effectiveness of this volume in its serv- 
ice to either the general pathe logist or the neuro- 
logic specialist 

(1) “It is customary to group such diseases as 
amyotrophic lateral sclerosis and progressive mus- 
cular dystrophy together for two reasons. One is 
that alpha-tocopheral (vitamin EF) deficiency in rats 
s lesions of both nervous and muscular 
similar to those of man. The other is that 
lation between the diseases have been ob- 


served.” In fact, when these diseases are grouped 
together by the neurologic specialist it is for the 
purpose of pointing out their dissimilarities. Tran- 
sitional forms between these disease groups do not 
exist. The teaching and practising neurologist had 
been careful to distinguish them long before any 
thing was known of the tocopherols 

(2) “Infarction is more commonly seen without 
thrombosis than with it, thus demonstrating anato- 
mically that spasm has occurred.” This is a dan 
gerous technique of argument; it proceeds to a 
positive conclusion through a negative finding. It 
is a dangerous statement, because it is in error; 
the fact is that vascular occlusions are found in 
almost all instances of gross infarction in which 
they are sought with care. Such a statement will 
cause confusion to the general pathologist and the 
neurologic specialist alike unless they have the back- 
ground of personal experience to know better. 

(3) “Focal vasospasm followed by hyperemia has 
been demonstrated at the anatomic site of origin of 
a fit during its occurrence, showing that some seiz- 
ures may result from transient vasospasm, which 
causes focal anoxia and glycopenia.” That anoxia 
is capable of causing convulsions under some cir- 
cumstances is not to be doubted. It 1s unreasonable, 
however, to jump to the conclusion that focal vaso- 
spasm is an etiological agent because the cortex 
blanches during a fit 

If these were isolated examples of errors in fact 
and logic, the book might still be recommended 
rhere is, however, a too frequent confusion between 
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proved facts and unproved speculation to make this 
work suitable as either a reference or text for stu 
dents at any level of training 
Josern M. Forey, M.D., 
Boston University, 
School of Medicine. 


Anxiety. Edited by Paul H. Hoch, M.D., and 
Joseph Zubin, Ph.D. (New York: Grune and 
Stratton, 1950. Price: $4.50.) 


This volume contains the Proceedings of the 39th 
Annual Meeting of the American Psychopathologi- 
cal Association (1949). The editors point out the 
pervasive nature of anxiety in our culture, the difh- 
culties in defining and measuring, and the impor- 
tance of finding means of understanding and con- 
trolling it. 

The symposium dealt with the problem of anxiety 
from several points of view: historical and social, 
psychological, clinical and psychodynamic, and phys- 
iological. 

It is impossible in a short review to do justice to 
all the ideas expressed in this volume; in essence 
it is really a source book. One of the main de- 
ficiencies noted by this reviewer, and it may be in- 
evitable, is the failure to define anxiety. One of 
the discussants, Patrick Mullahy, commented, “Un- 
til we decide precisely what we are talking about, 
we can have little agreement on what causes anx- 
iety. 

Of course to some extent this is understandable, 
for one with a biological orientation will have a 
different interpretation of anxiety from that of a 
psychoanalyst. However, there was no consistent 
effort to arrive at a basic understanding about this 
matter. A concluding section offering some syn- 
thesis of the various ideas would have been helpful. 

Rollo May gave an interesting historical-philo- 
sophical review of the problem of emotions and felt 
that the disintegration of certain values in our age 
leaves people prey to anxiety. Paul Tillich ex- 
pressed the idea that anxiety is fear of the unknown. 
QO. H. Mowrer departed from the biological concept 
of illness and said, “In psychotherapy we are not 
dealing with illness but with ignorance.” He feels 
anxiety is a constructive process. 

Eugenia Hanfmann and William N. Schoenfeld 
reviewed experimental psychological studies, and 
the former pointed out that anxiety tends to dis- 
organize or inhibit performance. : 

Paul Hoch in his presidential address, “Biosocial 
Aspects of Anxiety,” suggested that a certain 
amount of anxiety may be helpful as a warning to 
the ego and regulative against other drives. He also 
feels if anxiety is properly channeled it may perform 
“as creative energy.” 

In the clinical area Lauretta Bender reviewed 
anxiety in disturbed children and expressed her 
conviction that aggressive, hostile impulses are not 
inherent, but both they and anxiety are responses to 
frustration and deprivation. David M. Levy re- 
views the “specific event” as a source of anxiety, 
and Sandor Rado reviews his concept of “emer- 
gency behavior.” This is an attempt to bridge the 


gap between physiological principles of homeostasis 
and psychoanalytic doctrines. His ideas are elabo- 
rate and sometimes difficult to understand. In es- 
sence he feels that fear is a response to danger that 
prompts the organism to prevent or repair the 
damage. The latter process comprises “emergency 
behavior,” which exists at a number of psychody- 
namic levels of activity. He attributes neurotic be- 
havior to the failure of emergency adjustments. 
The concluding section of the book includes a 
chapter by Howard Liddell in which he reviewed 
his interesting work on vigilance in animals and 
enunciated his formula, “Primitive vigilance minus 
social communication equals anxiety.” Heinrich 
Waelsch reviewed the biochemical and E. Gellhorn 
the physiological aspects of anxiety. Hans Lowen- 
bach and R. B. Suitt concluded by reviewing the 
alteration of clinical signs of anxiety by various 
physical methods, including insulin shock and pre- 
frontal leucotomy. 
B. Scuuster, M.D., 
Strong Memorial Hospital, 
Rochester, N. Y. 


PrINcIPLEsS OF PsycHopyNAMics. By Edoardo 


Weiss, M.D. (Chicago: Grune & Stratton, 
1950. Price: $4.00.) 


This volume is an addition to a small but rather 
select segment of the psychiatric literature dedicated 
to the exploration of new frontiers rather than to 
the consolidation of established territories. I feel 
this to be of particular importance because, on the 
one hand, there are too many people who regard 
current dynamic theory as complete and irrevocable 
and, on the other hand, there are those who bor- 
row uncritically from such structure and apply it 
to the explanation of a wide range of psychosomatic 
phenomena, to the disservice of both psychoanalysis 
and medicine. It is to Weiss’s credit that he has 
not followed the popular trends and has instead 
undertaken the difficult task of establishing more 
comprehensive and operationally useful dynamic 
conceptions. 

The present work is in essence an exposition and 
extension of Paul Federn’s contribution on ego psy- 
chology. (The author's respect for and indebtedness 
to Federn is most adequately stated.) The reader 
must not expect to find sets of “laws” or a list of 
axioms concisely stated, which he may then con- 
veniently fit to his existing views. This book con- 
tains complex and challenging ideas and often re- 
quires the abandonment of some cherished beliefs. 
The difficulty is enhanced by the fact that the 
ideas are often expressed in unfamiliar terms or by 
the use of familiar ones in new or extended ways. 
To this extent the style of writing suggests that the 
author might have been thinking in one language 
(perhaps German) and writing in another. To 
whatever extent these problems may attend the 
venture, the serious reader will be rewarded for 
his efforts and it is altogether possible that the 
real value of this book will lie in the ideas it must 
evoke. Armed with new and better tools for the 
understanding and study of ego structure and func- 
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tion we cannot but be better workers in other parts 
of the psychobiological field. 

While some might desire a critical analysis of 
this work | do not feel that such is really useful, 
and within a brief review it could hardly do justice 
to the subject. Instead, | would like to select some 
of the ideas expressed by Dr. Weiss as examples 
of what one may expect to find in his book, as in- 
vitations to others to read, think, and criticize for 
their own experience. Here are just a few: 

1. The author has provided us with an elaborate 
restatement and further development of the concept 
of the forms and functions of cathexes. He has 
divided ego cathexes into active, passive, medial, and 
reflexive forms. Within the scope of the general 
theory this provides both quantitative and qualita 
tive dimensions that make for a more comprehensive 
system and aid in the understanding of a number of 
clinical phenomena. 

2. His definition of ego boundaries in terms of 
cathexes gives us a truly dynamic formulation that 
should once and for all enable us to break with 
outmoded “geographic” conceptions. 

3. In his discussion of projection Weiss states 
that through the expenditure of energy in the form 
of counter-cathexes reality-testing is achieved and 
the ever-present tendency to projection is restrained 

4. His definition of autoplastic and alloplastic 
operations seemed most intriguing; as in the ex- 
planation of superego formation, not in terms of 
object representations but of their autoplastic sub- 
stitutions that participate in the ego’s life. 

5. The fate of the ego in schizophrenia, still a 
matter of some controversy, is discussed. In con- 
tradiction to Freud and others, he does not believe 
that in this disease there is an excess of ego libido, 
but rather too little production of “medial” ego 
libido leading to a draining of libido from object 
investments. 

Ideas such as these can hardly be expected to 
startle the reader into new awareness or provide 
him with easy short cuts to new therapeutic tech- 
niques. It is in the discussion of these ideas that 
our own thinking is enhanced and it is from such 
ideas that we may be able to establish those hy- 
potheses that give direction and vitality to research. 
Looking ahead to future contributions from Dr. 
Weiss, it would be interesting to obtain from him 
a detailed study of one or two cases whose treat- 
ment had been completed, in which he would indi- 
cate the applicability of his ideas. Within the 
present volume he makes reference to a great num- 
ber of isolated phenomena, but for didactic purposes 
it would be extremely interesting to have a single 
complete case analysis discussed in the framework 
of his conceptions. 

Stoney L. Sanps, M. D., 
Des Moines, Iowa. 


Psycuo.ocy ror Nurses. By Bess Cunningham, 
Ph.D. (New York, Appleton-Century-Crofts, 
Inc., New York, 1951. Price: $3.50.) 

Dr. Cunningham, who is professor of educa- 
tion at the University of Toledo, has taught psy- 
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chology to many groups of graduate and student 


nurses. This book is written “with the hope that 
the student, having been made aware of the fact that 
{ hology can and ld be applied to Nursing 
and to everyday adjustments, will be aided in mak- 
ing further applications to the professional field 
which, in time, she will know best.’ 


The first few chapters discuss and illustrate the 


usefulness of psychology both for the nurse her- 
self and in relation to her patients. Following this 
the greater part of the book deals with the major 
topics of general psychology. There is a useful 


chapter on study methods; and a very interesting 
final chapter entitled “Frontiers of Psychology in 
Nursing.” This describes certain current psycho- 
logical and social research programs that have a 
direct relation to medicine and nursing, with par- 
ticular reference to child guidance, psychiatric re- 
search, and the care of the aged. The author 
remar| very truly that knowledge of these in- 
vestigations should add greatly to the effectiveness 
nd satisfactions of nursing. We may perhaps hope 


also that the nurse, as the fairly continuous ob- 
server and collaborator, may in time contribute to 
this research. 

Each chapter of this book includes a list of sug- 
gested practice activities and of reference readings. 
In all the material discussed application is con- 
stantly made to the specific learning and nursing 
problems of the student nurse, and it is evident that 
the writer has a great deal of knowledge of these. 
This book should be a useful addition to the li- 
brary of the school of nursing. 

Nettie D. Fiorer, R. N., 
Metropolitan School of Nursing, 
Windsor, Ont. 


CURRENT TRENDS IN THE RELATION oF PsyYCHOL- 
ocy To Mepicine. By Wayne Dennis et al. 
(Pittsburgh: University of Pittsburgh Press, 
1950. Price: $3 


y 

The past decade has seen a major revolution in 
the science of psychology. The emergence of the 
profession of clinical psychology and the shift in 
emphasis from the laboratory to the clinic runs like 
a leitmotif through this slim volume, which records 
a symposium held at the University of Pittsburgh 
in February 1950 

The book is a goldmine. In its pages will be 
found a masterful, if somewhat polemical, discus- 
sion by Dr. Yale Kostoff of the reciprocal contri- 
butions of psychologists and neurosurgeons and 
neurophysicists to the understanding of brain func- 
tion; a bold and imaginative proposal by Dr. Car- 
lyle Jacobsen for the integration of psychology into 
the medical curriculum on the basic science level 
with full departmental status; a thorough study of 
recent work in experimental psychopathology by 
Dr. Robert Patton; a concise history of the devel- 
opment of clinical psychology and its present func- 
tions in the public health field by Dr. Robert Felix; 
a plea by Dr. Nathan Shock for greatly increased 
activity in the field of gerontology, in which psy- 
chologists can participate on the planning and ex- 
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ecutant as well as the research levels: and a care- 
ful discussion by Hans Eysenck of the role of the 
psychologist in the medical system in England, 
where the chiuaical psychologist functions rather 
differently than he does here. 

In sum, this symposium covers its field intelli- 
gently and thoroughly, and should provide an in- 
structive evening’s reading for both psychologists 
and psychiatrists who are aware of the significance 
of the ever-increasing role that the psychologist 
is playing in the field of mental health. 

Aaron H. Esman, M.D., 
Bellevue Hospital, 
New York City. 


THE MEANING AND PRACTICE OF PSYCHOTHERAPY. 
By V. E. Fisher, Ph. D. (New York: Macmil- 
lan, 1950. Price: $5.00.) 


It is difficult to review a book that has as many 
faults as this one has. The title, in a sense, is a 
misnomer, since it gives only the author’s practice, 
while the meaning and rationale are not at all 
clearly presented. 

The approach to psychotherapy, as outlined, is 
extremely mechanistic, with a triple groundwork 
in “cross-identification, Oedipus complex, and cas- 
tration fears,” and these are, with some boldness, 
forcefully offered to the patient, either with or 
without material from the patient’s own experience. 
From the case material offered, activity becomes a 
keynote, though very often the activity is on the 
part of the therapist with lengthy, intellectualized 
discussion, chiefly on sexual problems and dynamic 
formulations. 

The control exerted by the therapist in the man- 
agement of the treatment is also carried over, to 
much manipulation in the life of the patient, in 
some instances bordering almost on the grandiose. 
However, the grandiosity is tempered to some ex- 
tent by naiveté, as is witnessed by the following 
quote. In the case of Roy, who was a severe ob- 
sessive-compulsive, after much intellectual discus- 
sion over the symbolic meaning of lamp posts, and 
explanation of the meaning of the compulsive be- 
havior, the patient decided to leave treatment. The 
following is the author’s comment: 

“At the end of these six months Roy decided to 
discontinue the treatment, saying he had need of 
all of his money and he thought he could get along 
all right by himself. Although I felt the treatment 
should be prolonged for two or three months I did 
not urge him to continue. Since I did not hear 
from him again, I finally concluded that he had 
probably made a fair adjustment.” 

The formulations and glossary have the same 
weakness, namely their superficiality, and the term 
“psychoanalytic,” which he applies to his treatment, 
is open to question. 

Some of the physical techniques advocated, 
namely, finding it permissible to place males on the 
couch, while females are required to sit upright, 
seem on one hand discriminatory and, on the other 
hand, perhaps connected with the therapist’s un- 
willingness to deal with certain types of material. 


This book is not recommended reading for stu- 
dents or therapists. 
Marvin Stern, M.D., 
Bellevue Psychiatric Hospital, 
New York City. 


ImMortaAL Macyar. By Frank G. Slaughter, M. D. 
(New York: Henry Schuman, 1950. Price: 
$3.50.) 


This is the story, painstakingly and vividly told, 
of Semmelweis, conqueror of childbed fever. It is 
a record of profound tragedy, or rather of a series 
of tragedies fantastically clustered to becloud the 
life of one man. 

At his death at 47 in 1865 Semmelweis had not 
lived to see the final triumph of his great discovery, 
and he had been dogged by antagonism and perse- 
cution to the last. That was the closing tragedy. 

A mere listing of the distressing experiences 
Semmelweis had to undergo shows the thorny way 
of the innovator who struggles to gain recognition 
for even the plainest matters of fact. But the trials 
of Semmelweis were immeasurably more painful 
because upon acceptance of the prophylactic meas- 
ures he had proved effectual depended the lives of 
countless mothers and newborn babes. 

This was the first tragedy—to be obliged in his 
early days at the Vienna Lying-In Hospital to stand 
helplessly by and watch young mothers die like 
flies during the puerperal period; and later, when 
he had learned the cause of these deaths, to realize 
that he himself had been one of those responsible, 
coming as they did, doctors and students alike, di- 
rectly from the autopsy room to serve in the delivery 
room with contaminated hands and instruments— 
“God only knows,” he wrote, “the number of women 
whom I have consigned prematurely to the grave.” 

The second tragedy was the necessity to work 
under Klein, head of the department of obstetrics, 
who, as clearly set forth by Slaughter, was a stupid, 
intolerant, dictatorial individual unfit for the position 
he held. Klein apparently wanted no junior on the 
staff to teach anything new or beyond what he 
could teach. He belittled Semmelweis, put obstacles 
in his way, and obstructed his advancement, until 
ultimately in his despair the young obstetrician fled 
from Vienna to his native Budapest. Klein repre- 
sented the reactionary type of doctor whose prin- 
ciples are those of politics, position, and power. 

Since 1800 chlorine had been used for purifica- 
tion of water and since 1819 as a disinfectant. Con- 
vinced that infectious material from autopsies con- 
veyed to the patients on the hands of the operator 
was the cause of childbed fever, Semmelweis in 
May 1847 insisted that doctors and students prac- 
ticing in his wards wash their hands thoroughly in 
a chlorine solution before examining a patient. By 
July the death rate was down to 1.89%. In August 
the previous year it was 18.05%. 

With the clear demonstration of the efficacy of 
disinfection it was Semmelweis’ third tragedy to 
see his Lehre disregarded, even ridiculed, both at 
home and abroad with the resultant needless and 
culpable loss of multitudes of puerperae and their 
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babies. Even Virchow, 11 years after Semmelweis 
had introduced his life-saving procedure, ranged 
himself in the hostile camp; and not until another 
6 years had passed did Virchow espouse Sernme! 
weis’ Cause 

It must be said that Semmelweis was himself 
responsible in considerable part for the delayed rec- 
ognition of the value of his procedure; for he 
steadfastly refused to publicize his technique by 
either speaking or writing, although repeated! 
urged by friends and colleagues, Skoda, Hebra, and 
others, to do so. Not until 1861 did he publish his 
classic, Die Aetiologie, der Begriff und die Pro- 
phylaxis des Kindbettfiebers 

Two other tragedies saddened the life of Semmel 
weis during his years of struggle in Vienna. In the 
mid-forties his senior colleague and friend, Kal- 
letschka, professor of forensic medicine, died of 
an infection following a scalpel wound at an autopsy 
Not long after came news of the suicide of another 
of Semmelweis’ early supporters, Michaelis of Kiel 
A relative to whom he was devoted died of childbed 
fever shortly after he had delivered her. Michaelis 
realized that it was he who had caused her death. 
He brooded over this mischance, grew depressed, 
and threw himself under the wheels of a railway 
train. 

Semmelweis’ final tragedy was the giving way of 
his own mind after the years of struggle and frus 
tration. In his distraught state he brought about 
his own death from the very disease he had learned 
how to prevent. 

But he had left a priceless legacy to mankind 
In Die Etiologie he had written, “My doctrine is 
produced in order to banish terror from the lying- 
in hospitals, to preserve the wife to the husband, 
the mother to the child.” 

His name ranks with those of Jenner, Pasteur, 
Lister, and Morton; and in some respects it stands 
preeminent. 


Menrat Hearty THROUGH Witt TRAINING. By 
Abraham A. Low, M.D. (Boston: Christopher 
Publishing House, 1950. Price: $5.00.) 


The author, formerly an assistant director of the 
Psychiatric Institute of the University of Illinois 
medical school, describes an organization of which 
he is the medical director called “Recovery, In 
corporated.” He feels that this organization ts 
effective in the treatment of the chronic psychoneu- 
rotic patient and is economic of the physician's 
time, and of expense to the patient. He states that 
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he has been able to help as many neurotic patients 
through this organization in a period of 10 years 
as 4 well-staffed psychoanalytic clinics in Europe 
and the United State 

The organization started in 1937 with 30 patients 
who had benefited from shock treatment. Since 
1942, however, three-fourths of its members have 


come from the author’s practice. Most of the mem- 
bers are chronic psychoneurotics with symptoms of 


2 t ears’ duration he veterans of the or- 
ition manage its various functions and ac- 

tively partake in its many programs, offered 3 
times week Phese include group discussions of 
ma roups that meet weekly in each others’ 
es, a mass meeting at which the physician ad- 
dresses the in on various aspects of his 


| hygiene, and a pub meeting to 
which friends and relatives are invited and in which 
both the patient and the pl ysician take part 

eli-help is emphasized as the book’s title implies 
or other crises such as acute panic are 
largely handled by veteran members of the organi- 
zation An organizational journal, containing ar- 
ticles by the author, and books written by the au- 
thor, are prescribed as part of the therapeutic 


The author introduces several new terms such 


is “self-sabotage,” “romantic claim to vitality,” 
etc.; these terms and other “sympto- 

n ioms” are described in detail 
[he author's system of group therapy is similar 


in structure to Alcoholics Anonymous and, in ad- 
dition, has the powerful authoritarian figure of the 
author who uses reassurance, catharsis, persuasion, 
repression, and suppression in his program of group 
emotional reeducation 
A. W. M., D., 
Strong Memorial Hospital, 
Rochester, N. Y. 


CIENCE AND Sanity. Third Edition. By Alfred 
Korsybski. (Lakeville, Conn International 
Non-Aristotelian Library Publishing Co., 1950. 


Price $8.00. ) 


This is the third printing of the third edition of 
Korzybski's main textbook of general semantics, 
first published in 1933. In this posthumous print- 
ing the text remains as in the last edition, the au- 
thor having died in March 1950. The third edition 
carries a new preface. It is interesting to note that 
the net sales of this work had risen from 2,500 
copies in 1941 to 9,800 in 1947 and 18,400 1n 1950 
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IN MEMORIAM 


SAMUEL W. HAMILTON, M.D. 
1878-1951 


With the passing of Samuel W. Hamilton 
on Friday, July 27, 1951, psychiatry lost a 
unique figure. The story of Dr. Hamilton 
by Dr. A. A. Brill, appearing in the July, 
1947 issue of the JouRNAL, bears rereading 
at this time. Following his retirement from 
the United States Public Health Service, 
Dr. Hamilton became Director of Psychiatry 
in Essex County, New Jersey, directing not 
only the Essex County Overbrook Hospital, 
but the official extramural activities as well. 
He resigned from this post last summer and 
retired to South Burlington, Vermont, but, 
of course, the retirement was by no means a 
termination of official activities. He con- 
tinued to serve as consultant, as he had 
many, many times in the past, and especially 
to his home state of Vermont. It was near 
the end of an active day of consultation at 
the State Women’s Reformatory at Rutland 
that his career ended. His influence, how- 
ever, is more durable. He was above all a 
symbol of integrity for, while one might dis- 
agree with his judgment, there was never 
any question as to its sincerity. 

His last formal position customarily de- 
pended upon tribute to the prevailing polit- 
ical party. It was, however, a tribute to 
Dr. Hamilton’s integrity and skill that he 
was able to transcend these limitations and 
make the patient’s need the criterion of 
eligibility. 

He was a man of remarkable poise for, 
while he could feel most deeply, he made his 
emotions his servant. He was helped in this 
by a perspective on the ways of man that 
left him expectant, though not unduly toler- 
ant, of human frailty. He had a quick but 
a dry humor to which was attached a chuckle 
that rippled through his abundant frame as 
if to demonstrate his integrity. His humor 
could serve the lighter ends of life as, for 
example, when he, a teetotaler, consumed 

3ill Menninger’s highball (made by error 
with Vermont syrup instead of bourbon). 


He liked plain English, a pet target of 
his being the word “relationships,” from 
which he suggested that “the hips be am- 
putated.”” His humor could be turned into 
wry understatement and this he used in his 
reports to throw into relief the miserable 
conditions in some of the mental hospitals he 
studied. In this regard his reports became 
masterpieces. They were not exposés of the 
usual type, and yet they were full of bite. 

Sometimes this quality was unappreciated 
by those who did not know him so well. He 
was clear in his thinking and expression, a 
quality that made him the unofficial yet rec- 
ognized parliamentarian at the meetings of 
the Council and membership of The Ameri- 
can Psychiatric Association. 

Dr. Hamilton symbolized also the coming 
of age of psychiatry, for it was largely as 
a result of his pioneer efforts that psychiatry 
took on a responsibility for the quality and 
services rendered in its field and for evaluat- 
ing these services and maintaining stand- 
ards, especially in mental hospitals. To this 
end he unobtrusively brought pressure to 
bear on these hospitals to shift from a prin- 
ciple of cheap labor to hiring residents and 
nurses to a well-designed training program. 
He had the hospitals themselves set down 
in black and white what they offered to the 
neophyte so that there could be no question 
of their mutual obligations. It was his idea, 
brought to the attention of state hospitals, 
that brought about the use of conscientious 
objectors and cadet nurses in the hospitals 
during the war. He was one of the first to 
encourage institutional service units under 
the American Friends Service Committee. 
He recognized that many hospitals devised 
ways of serving their patients better in spite 
of niggardly appropriations, and to this end 
he initiated an exchange of experience be- 
tween hospitals in order that one might 
benefit by the tricks developed by another. 

Dr. Hamilton was one of the first to rec- 
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ognize the significant role that could be 
played by the general hospitals and early 
brought together the experience of hospitals 
that had accepted psychiatric function as a 
guide to others. 

It was as Chairman of the Program Com- 
mittee of The American Psychiatric Asso- 
ciation that he dragged in some of the most 
silent members, calling upon them to discuss 
presentations at the annual meeting, if they 
had nothing original to contribute them- 
selves. The presidency of The American 
Psychiatric Association was, as a result, a 
foregone conclusion to all but himself. He 
did much to build up The American Psycho- 
pathological Association also, and contrib- 
uted notably to The American Association 
on Mental Deficiency. 

Dr. Hamilton never capitalized on the 
prestige and position that his qualities cre- 
ated for him. He lived modestly, according 
to the standards of austerity that were essen- 
tial in his native Vermont, but it was proba- 
bly also an ingrained devotion to patients that 
was derived from his line of medical fore- 
bears in Vermont that guided his course. 

Sam and Mrs. Sam were a congenial and 
generous couple. When separated, he would 
save up and send to her little trivia in which 
she might be interested, such as a Winnie 
Winkle strip from a newspaper. These were 
really symbols of his own nostalgia. 

On the more technical side, Dr. Hamilton 
was known as probably the world’s greatest 
expert in mental hospital organization and 
planning. His own writings largely in this 
area constitute an impressive list. Beginning 
in 1916 he was the one who was first thought 
of and called on when a state or other au- 
thority wished to evaluate its hospitals and, 
although on the staff at Bloomingdale, leave 


would be granted him first to the National 
Committee for Mental Hygiene, then to a 
partnership of the National Committee, The 
American Psychiatric Association, and the 
United States Public Health Service, to 
carry on surveys of mental hospitals. His 
loyalty to the National Committee for Men- 
tal Hygiene was long and unwavering. He 
then joined the United States Public Health 
Service on full time to carry on such studies 
with a consistency that had not previously 
been possible. There is scarcely a state hos- 
pital but owes him a great debt for the serv- 
ice he rendered, and Minnesota recognized 
his contribution by making him an Honorary 
Deputy Commissioner of Mental Health. 
He had a remarkable ability to size up at a 
glance, and with Garrand speed and preci- 
sion, the raw spots of a hospital—this useless 
threshold, that opportunity for a_ suicidal 
patient to end his life, and perhaps the bad 
location of a nurses’ station. His comments, 
his evaluations were always made against a 
base line of human need, that of the patient, 
or that of a nurse. It was impressive to ac- 
company him on such inspections. He hus- 
banded his energies in order to get the most 
out of himself. A potentially long and fa- 
tiguing day of travel through the wards and 
corridors of a hospital was made possible by 
a motto, “Lean when you can.” Possibly it 
was that which kept him going until the last, 
passing with his boots on. 

Still he recognized his vulnerability com- 
ing with age and, following a severe illness 
in the spring of 1951, he remarked that he 
had felt that one more illness would be his 
finish. Perhaps his long absence from the 
rigors of Vermont rendered him more sus- 
ceptible than would otherwise have been the 
case. Those who knew him will not forget. 

GrorGE S. STEVENSON, M.D. 
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DECAMETHONIUM BROMIDE (C 10) INJECTION 


*“SYNCURINE’ 


“SYNCURINE’ 


DOSAGE: 


PRECAL TIONS 


PACKAGING: 


REFERENCES: 


‘Syneurine’ is a NEW skeletal muscle relaxant with 
practical advantages in surgery and during electric shock 
therapy. 


does not induce spasm of the bronchi or larynx because it does 
not release histamine-like substances .. . absence of such spasm 
eliminates a common hindrance to endotracheal intubation. 


effect is more easily controlled than that of curare derivatives be- 
cause it is rapidly eliminated. The timing of its action is such that 
it may be used to facilitate peritoneal closing “with the assurance 
that adequate spontaneous respiration will be present by the time 
the operation has been completed.” 


Detailed information as to dosage will be sent on request, or it can 
he obtained from the package circular. 


‘Syncurine’ administration requires the skillful judgment of the 
trained anesthetist. In case of respiratory depression from over- 
dosage. controlled or artificial respiration is essential and ade- 
quate. 


‘Syncurine brand Decamethonium Bromide (C 10) Injection 
10 cc. rubber-capped vials containing 1 mg. per ce. 


(1) Organe, G.: Lancet, 1:773, 1949. 
(2) Grob, D., Holaday, D. A. and Harvey, A. McG. 
New Eng. J. Med. 241:812 and 816, 1949. 
(3) Castillo, J. C., and de Beer, E. J.: Fed. Proc. Part 1 8:279, 1949. 
(4) Castillo, J. C., Phillips, A. P. and de Beer, E. J. 
J. Pharm. and Exp. Ther. 97:150, 1949. 
(5) Spencer, C. H. and Coakley, C. S.: Med. Ann. Dist. Col. 19:132, 1950. 
6) Harris, L. C. and Dripps, R. D.; J. Anesthesiology 11:214, 1950. 


Firat BURROUGHS WELLCOME & CO. (u.s.a.) inc. Tuckahoe 7, New York 
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‘For Electronic Equipment to meet your needs 


FIRST WITH PROVEN 


GLISSANDO TREATMENT 


IN ELECTRO-SHOCK THERAPY EQUIPMENT 


MODEL 160-G MODEL 302-G 


PORTABLE UNIT PORTABLE UNIT 
$250.00 $395.00 


As illustrated complete As illustrated complete 
with electrodes 1 


with electrodes 


© Reduces severity of convulsion 
® Reduces chance for fracture 


Glissando in Lektra Lab’s ElectroShock Therapy Equipment fs 


the gradual increase of current from zero to the value set for 
Conventional shock. There a separate t g itch that runs 
from .4 second to 2 seconds. When turned on, current rises slowly 
for the time interval set At the end il, the Conven 


tional automatically takes over and the shock duration for the 
Conventional is added to the G indo Selective Automatic 


Glissando has already been proven to reduce severity of con 
vulsion, reduce chance for fracture, and to give a much smoother 
treatment to the patient 


Write for free literature 


154 Eleventh Avenue New York 11, N. Y. 
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Complete Epileptic Seizure-control, 
First Step in Rebabshtation 


In the drug therapy of the epileptic, nothing short of 
é py Of 

complete suppression of seizures can rightly be called full 

success. Complete seizure-control is a prerequisite to the 


of seizure. It will be noted that the newer hydantoin, 
Mesantoin, is effective for grand mal, Jacksonian and 
focal seizures 


patient's return to a normally active life. Carter’ states 
“Basically all efforts should be directed toward prevent- 
ing seizures and the tendency to chronic invalidism.” 


MESANTOIN DOSAGE is adjusted to the lowest level 
adequate to attain freedom from seizures. Start with Vy 
or 1 tablet daily during the first week; increase the daily 
intake by 12 or 1 tablet during the next week. Continue 
this up to optimal dosage. When another drug has not 
given good results, Mesantoin is added by the same pro- 
cedure; then the old drug is gradually reduced. 

SIDE EFFECTS — Mesantoin produces side effects in 
some cases: Skin and blood changes are signs of sensi- 
tivity —the drug should be discontinued, Drowsiness 
develops upon reaching maximum dosage. j 


The management regimen should include:’ 
I. Good physical and mental hygiene 
a) Wholesome diet ; Regular bowel habits; Avoid 
noxious materials, e.g. alcoholics; Moderate 
physical activity 
b) Help overcome feeling that epilepsy is shame- 
ful; Encourage normal work and recreation; 
Regular sleep without overprotection 
II. Anticonvulsant medication selected on the basis of 
Exact Diagnosis: 
“Certain drugs are more eftective in one type of 
: seizure than they are in another, and it is necessary 
to use proper drugs. The dosage must be individu 
alized for each case.”” 


PRECAUTIONS — Certain precautions are necessary : 
to minimize untow ard ettects 
a. close check on patient — repeated visits and 
blood counts 
b. No Mesantoin, if white cell count below 4000. 
¢ caution if (1) rash or blood changes. 
(2) History of drug sensitivity, 
discontinue drug if (1) bleeding of gums or 
Vagina. 


(2) Sore throat 


Thus, the best guide in selecting medication for a patient 
is the type of seizures present. (Frequently sev eral drugs 
- in combination is most effective.) 


u 


The table shows which drugs are indicated for each type 


TYPE OF | PRIMARY CLINICAL AVERAGE ADULT LIMITING SIDE SIGNS OF 
EPILEPSY | MANIFESTATIONS MEDICATION DAILY DOSE® EFFECTS SENSITIVITY 
Aura followed by loss of | | 1% grs. hs. Usual! Sleepiness 
GRAND | consciousness; tonic - clonic Phenobarbital | max.: 3 grs. per day | 
| convulsions and autonomic 
MAL | disturbance, e.g, in bladder 1% ers. tid, p.c.| Diplopia, staggering | Overgrowth of 
function. + 5,5 diphenyl hydantoin | Usual max. 6 grs. per | (may increase peut | gums, body hairs; 
ay mal) itching rash on ex- 
tremicies, gastric | 
irritation 
| Full details given 
| 
5,5 phenylethyl 2 to 6 tabs. bs, | Sleepiness see Psychomotor 
‘ , | Convulsions begin in one hydantoin (mesantoin) | Children: 1 to 4 tabs | cross-column below 
JACKSON: | area and spread outwards 
IAN | (Jacksonian march.). No loss | | ' 
of consciousness.* | 2. Gms. per day 
pheny lacetylurea’ | Max. dose 6 Gms. Drowsiness 
vomiting and 
| dominal pain® 
7 | Ph brane bleedi 
| aryngitis, mucous membrane ing, 
Period | 3 methyl 5,5 phenylethy! | Adults: 2-6 tabs | lymphadenopathy, measles-like rash with 
PSYCHO. if hydanwint Children: 1-4 tabs. itching and fever; in severe reaction: blood 
MOTOR Mild tonic spasms. In chile Jo dyscrasia D 
d “b b 
havior problems phenylacetylurea® See pheny lacetylurea—above 
Attacks: in series (rapid suc- | 455 hv Inability to see in a ; 
| PETIT 2.4 dione 0.9 to 1.2 Gms. light, Drowsi rash, leukopenia 
impairment of conscious- | ] 
TRIAD ness. Rhythmic twitching N methyl derivative of | 6 grs. Sleepiness 
(e.g. eyelids) phenobarbital 
— 


' * Although an average daily dose can be stated for each of these drugs, to obtain best results it is necessary that the physician determine the 
' dose required by each individual patient for maximum control of his seizures S 


Bibliography. 1. Carter, S, in Conn, H Current Therapy 1949, Phila 

Saunders Co, p. 495. 2. Kaufman, | Dis. Nerv. System 17+ 99, 1950 . 

3. Lennox W : Science & Seizures, ed 2, N.Y.C.,, Harper & Bros., 1946 Pharmaceuticals 
4. Harris, T. & Otto, J: Texas J. Med 43: 328, 1947. $ Little S & 


McBryde, R Am | M. Sc. 2/9. 494, 1950 (Except as otherwise indicated 
the data tabulated is from. Gibbs, F Ann. Int. Med. 27. 548, 1947.) 
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An essential new book 


for every psychiatrist 


AIR WAR AND EMOTIONAL STRESS 


Psychological Studies of Bombing and Civilian Defense 


Designed to cast light upe te mpertant question of this 


country s ps chological + rabilit to the A-homb threat 


AIR WAR AND EMOTIONAL STRESS has drawn upon 


many seurces for it- conelusions It em 
plovs research studies based 1 wide variety of observa 
tional techniques, including clinical case studies, intensive 
psychoanalytic interviews irge-seale survevs of morale 
attitudes, and statistical records on the incidence of psy 
chiatric casualties The <tensive data now released by 
the Strategie Bor ne Survey is carefully analvzed 


Part I of this book tells what is now known about the feel 


ings, thoughts and behavics { Japane se A-bomb survivors 
Part oanalyvzes recurrent patterns of disaster behavior 
and presents a detailed picture of the psychological impact 
of air warfare. Part Il deals with psychological problems 
likely to arise in this countrys as a result of both threatened 
and actual atomic attack 

Phis is a book which every psychiatrist must read to gain a 
full understanding of the psychological implications of 


modern wartare 


By IRVING L. JANIS, Associate Professor of Psychology. 
Yale University. Rand Corporation Research Study. 
1951. 280 pages. 6 85.00 


Order from 
your favorite 
medical 
book dealer 
or write 


direct to 
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McGRAW-HILL BOOK COMPANY, INC. 
330 West 42nd Street + New York 18, N.9 
HEALTH EDUCATION DIVISION 


Please send me the book hecked below tor 30 days’ examination on approval 


Janis 


Name-_ 
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Give full detention! Sturdy, 
all-metal Chamberlin Deten- 
tion Screens, used by hospi 
tals everywhere, assure abso- 
lute security! Stand up for 
years under poundings. One 
key opens extra-safe, jam 
proof, pick-proof locks 


Protect patients! Spring 
action (shown in jump test) 
protects patients who hurl 
themselves at screen. Screen- 
ing gives under blows 

absorbs shock, lessens injury 
to patient, damage to screen 
Degree of tension adjustable 


Chamberlin Detention Screens 


serve and save 


vital ways 


Get safe, modern detention . . . protect patients . . . aid therapy 
. slash ground and building maintenance costs, too! 


Aid therapy! No bars or 
grilles to provoke patient 
depression or violence with 
Chamberlin Detention 
Screens. Their trim, home- 
like appearance brightens 
hospital rooms . . . helps 
speed patient recovery 


Stop glass breakage! In- 
stalled on inside window 
frames or walls. Chamber 
lin Detention Screens elim- 
inate broken glass . pare 
maintenance bills way down 
and safeguard patients, too 
Also double as insect screens. 


Chamberlin Institutional Services 


Tsep BY leading hospitals from coast to coast, extra- 
U rugged Chamberlin Detention Screens meet your 
every requirement for safe, modern detention . . . serve 
and save in many other vital ways, as well. 


Made of high-tensile, stainless-steel screening, Chamber- 
lin Detention Screens resist usual forcing, prying, picking, 
and abuse by patients. Let Chamberlin’s nation-wide 
Screen Advisory Service advise you on the selection and 
installation of security screens to suit your exact needs. 
Detention, Protection, and Safety types. No obligation. 
Write today. 


Modern institutions turn to 


CHAMBERLIN. 


CHAMBERLIN COMPANY OF AMERICA 


For modern detention methods 


CHAMBERLIN COMPANY of AMERICA 


Special Products Division 
1254 LA BROSSE = ° DETROIT 32, MICHIGAN 


Control clutter! Close-woven 
Chamberlin Screens permit New, exclusive Chamberlin 


Permit release in case of fire! 


plenty of light and air, yet 
keep articles from being 
passed in, litter from being 
thrown out. Grounds stay 
cleaner with less need for 
costly maintenance. 


Emergency Lock greatly re- 
duces peril of fire. Special 
device opens screens from 
outside for emergency re- 
moval of patients. Lock 
optional at no extra cost. 


also include Rock Wool Insulation, Metal Weather Strips, All-Metal Storm Windows and Insect Screens 
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NORTON that 
\X IN PSYCHIATRY 


Frontal Lobotomy 


Affective Behavior 


By JOHN F. FULTON, M.D. 


A leading authority in the field of 
neuropathology reportson the latest 
developments in surgical methods 
for relieving mental diseases. He 
describes the recently discovered 
interaction between specific areas of 
the cerebral cortex and the bearing 
of animal studies on the problems 
of frontal lobotomy. $3.00. 


Psychoanalysis, 
Man and Society 


By PAUL SCHILDER, M.D. 


Edited by LAURETTA BENDER, M.D. 


An investigation of the underlying 
relation between psychiatry and 
social problems the individual 
in the community. In PSYCHO 
ANALYSIS, MAN AND SOCI 
ETY, the late Dr. Schilder covers 
many aspects of social and personal 
disorganization, social neurosis, suc- 
cess and failure, alcoholism, crimi- 
nal aggressiveness and the problem 
of crime, ideologies, cultural pat 
terns and the psychology of war. 
The author's breadth of view and 
wide practical experience make his 
final book as stimulating and force- 
ful as Psychotherapy. $4.00. 


At all bookstores 


W. W. NORTON & COMPANY 


101 FIFTH AVE., N. Y. 3 


ATTENTION 


Extension of the reduced subscrip- 
tion rate of $5.00 (one-half the regu- 
lar rate) for the AMERICAN JOUR- 
NAL OF PSYCHIATRY has _ been 
authorized to include medical stu- 
dents; junior and senior internes; 
first, second, and third year residents 
in training; and graduate students in 
psychology, psychiatric nursing, and 


psychiatric social work. 


In placing your order, please in- 
dicate issue with which subscription 


is to start. 
Send subscriptions to: 


THE AMERICAN JOURNAL OF 
PSYCHIATRY 
1270 AVENUE OF THE AMERICAS 


NEW YORK 20, NEW YORK 
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Internationally Endorsed by Psychiatrists 


ELECTROSTIMULATORS 


The Reiter Electrostimulators provide therapeutic 
effect by means of specific LOW CURRENTS. 
e 


MODEL CW47 
for nonconvulsive prolonged stimulative therapy 
for combined convulsive therapy and stimulative therapy 
jor stimulative therapy and respiratory problems as in barbiturate coma 


Unique circuit design permits long time opera- 
tion in treatment of barbiturate, coma .. . 


DURABILITY 


In treating a serious barbiturate case the unique circuit design of 
this instrument has permitted continuous operation for more than fifty 
hours WITHOUT OVERHEATING or serious wear of the machine. 


FLEXIBILITY 


Three clinically valuable complex currents are instantly available at 


the turn of a knob. SIMPLICITY 


A truly simple control panel facilitates operation. 


LOGICAL TECHNIQUES 


Many years of actual clinical application and research has resulted 
in the development of facile logical techniques. A single attendant 


Is adequate. OTHER MODELS 

MODEL CW46J—for entire range of convulsive therapy 
All undesirable side effects of the convulsion are greatly minimized, 
avoiding memory defect, physical thrust, apnea, ete. 

MODEL RC47-—/for prolonged deep coma therapy 

MODEL VA47~ for stimulative therapy and respiratory problems as 
in barbiturate coma (Designed for General Hospital respiratory 
problems) 
SPECIAL ELECTRODES WITH ALL MODELS REQUIRE NO JELLY 
Each model housed in a handsome, portable walnut cabinet which is 
reasonably lightweight. Operated from ordinary house current of 
115 volts AC. Each model fully supplied with appropriate electrodes. 


Descriptive literature and bibliography of papers as published 
in many leading Journals available on request. Please write 
Dept. AJP-11. 


REUBEN REITER, Se. D. 


38 WEST 48th STREET, ROOM 606, NEW YORK 19, N. Y. 
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\iatrists who want to become certi 
psy snaiysis 


Announcing Winter-Spring or an 


psychiatrists 


Courses The Works of Karen Horney 

Continuous Case Seminar 
Introduction to Psychoanalytic Technique 
Sex in Neurosis 
of the Clinical Conferences on Case Histories 
Culture and Neurosis 
The Psychoanalytic Process 


AMERICAN INSTITUTE 
Neuroses and Psychoses 

FOR PSYCHOANALYSIS For Information rewarding requirements for admis 

sion, tuition, loan fellowships, time and place of meet 

te f " ulum, Miss Janet Frey, Registrar, 


in irri 


g. write r 
American Institute for Psychoanalysis. 220 West 98th 
Y 


KAREN HORNEY, M.D., Dean American Institute for, 


“URGENT” 


This office would like to obtain by purchase or by gift copies of the Janu- 
ary 1886, July 1887, October 1888, and the February 
AMERICAN JOURNAL OF PSYCHIATRY, which are mi 
Please notify Mr. Austin M. Davies; Room 412, RKO Building, 1270 Avenue of 
New York 20, New York, if you know of the availability of 


1950 issues of the 
ing from our files 


the Americas, 
these issues. 


| : ENTER NEW SUBSCRIPTIONS AND RENEWALS ON THIS FORM 


4, AMERICAN JOURNAL OF PSYCHIATRY 19 
" 1270 AVENUE oF THE AMEnRicAS, Room 412 Date 
New York 20, New York 
< 
4 7 | Enclosed herewith is $ for one year ubscription to the AMERICAN JOURNAL 


OF PSYCHIATRY beginning with Volume 


NAME 
Print 


ADDRESS 


SIGNATURE 


Subscription $10.00 a year or by the Volume. Foreign Postage $1.00 extra (New Volume began 


July 1950) 
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PRINTING + LITHOGRAPHING » GRAVURE + BOOKS + FOLDING BOXES + LABELS 


Controlled 


Printing 
Satisfaction 


In this new four-acre plant—one of the most modern and completely equipped 
in America—The Lord Baltimore Press produces a wide range of high quality 
printing and packaging requirements. 


Lighting and atmospheric conditions are standardized for uniform and efficient 
results. Raw materials, reproduction methods and finishing processes are under 
laboratory control. Skillful technical advice, editorial assistance and functional 
designing are available to supplement our mechanical facilities. 


Satisfying and helping the customer are our principal concerns. May we have 
an opportunity to discuss your printing needs? 


THE LORD BALTIMORE PRESS 


Edison Highway and Federal Street 
BALTIMORE 13, MARYLAND 
New York: Fuller Bldg., 595 Madison Ave. 


LOUISVILLE: Starks Bldg, 4th & Walnut St CHICAGO: Suite 1928, 333 N. Michigan Ave 
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DIRECTORY OF PRIVATE MENTAL HOSPITALS, SANITARIUMS 
AND SCHOOLS 


The Brown Schools 


For Exceptional Children 


Four distinct units making satisfactory placements pos- 


sible for boys and girls and young adults. 


Ideal winter climate atfording happy healthful outdoor 
PP! 
play and recreation almost every day of the year. 


@ Daily Neuropsychiatric supervision and guidance. 


Psychological Examination Speech 

@ Registered Nurses Nlusic 

@ Pre-vocational training @ Ranch for older boys 
@ ‘Teachers with degrees @ Home for older girls 
@ All academic subjects ® Fireproof building 

@ Year round program @ Summer Camp 


PAUL L. WHITE, M.D., F.A.P.A., Medical Director 
M. D. HEATLY, M.D., F.A.CS., Resident Physician 
ERNESTINE B. BLACKWELL, Pu.D., 


Psychological and Educational Director 


BERT P. BROWN, President 
Box 4008, Austin, Texas 
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Founded 1879 


RING SANATORIUM 


Eight miles from Boston at an 
elevation of 400 feet 


For the study, care and treatment of 
emotional, mental, personality and habit 
disorders. 


All recognized psychiatric therapies are 
used as indicated. 
Cottage accommodations meet varied in- 
dividual needs. Limited facilities for the 
continued care of progressive disorders 
requiring medical, psychiatric, or neuro- 
logical supervision. 
BENJAMIN Simon, M.D 
Director 


CuHarves E. Wuire, M.D. 
Louis Brenner, M.D. 
R. SHetton, M.D. 
Associates 


Consultants in all Specialties 


Arlington Heights, 
Massachusetts 
Telephone AR 5-0081 


Francie W. Russell 
Executive Secretary 


VALLEY HEAD 
HOSPITAL 


CONCORD, MASSACHUSETTS 


For the treatment of psychoneuroses, al- 
coholism, mild mental disorders, and 
chronic diseases. Pleasant pastoral set- 
ting near historic Concord. Accepted 
modern therapies used. Complete occu- 
pational and recreational facilities avail- 
able including outdoor swimming pool 
and tennis court. 


S. GaGnon, M.D., Superintendent 


J. P. Tuorntoyx, M.D., 
Consultant in Neuropsychiatry 


R. Morratt, M.D., Psychiatrist 
Post Ofhce Address—Box 151, 
Concord, Mass. 
Telephone—Concord, Mass. 1600 


Brochure Upon Request 


An Institution for the study and treatment of Nervous and Mental Disorders 
Write for booklet 


EST. 1898 
JOHN H. NICHOLS, M.D., Medical Director 
WINDSOR HOSPITAL 
CHAGRIN FALLS, OHIO — Telephone: Chagrin Falls 7347 
Member American Hospital Ass’n and Central Neuropsychiatric Hospital Ass'n 
— Approved by The American College of Surgeons — 


HERBERT A. SIHLER, Director 
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MILWAUKEE 


Wauwatosa, Wisconsin 


Z 
Z 
Z 
Zz 
Z 
Z 
(Chicago Office—1117 Marshall Field Annex Bid Z 
28 East Washington St.—Wednesdays, 1-3 P.M.) \laintaining the highest standards tor Z 
Z 
Z 
Joser A Ki WA Mob more than a halt century, the Nihil Z 
Wi T. M.D waukee Sanitarium stands tor ill that 


WY 


ind treatment of 


Photographs and 


WY 


irs sent on request 


COLONIAL HALL— 


One of the 14 Plan 


W 


THE CARROL TURNER SANATORIUM 
MEMPHIS, TENNESSEE, Route 10, Box 288 


For the Diagnosis and Treatment of Mental and Nervous Disorders 


Located on the Raleigh La Grange Road, five miles east f the ity limits Accessible to U.S. 70 (the 
Bristol Highway). 534 acres of wooded land and rolling fields. Equipment new and modern, including the 
latest equipment for electro-shock, physical and hydrotherapy Special emphasis is laid upon occupa 
tional and recreational therapy under the supervision of a trained therapist An adequate nursing person 


nel gives individual attention to each patient 
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FAIR 
OAKS 


INCORPORATED 


Summit, New Jersey 


SUMMIT 6-0143 


OSCAR ROZETT, M.D., Medical Director Located 20 miles from New : 


York Maintaining Homelike, 


ERNESTINE SOKOL, M.D. \ with 
FRANK ABBOTT, M.D. Spacious Grounds 
MISS MARY R. CLASS, R.N., Director of Nurses The Institutional Atmosphere 
: Is Eliminated, Yet AU of 
MR. T. 2. PROL i. is President the Hospital Facilities Are 
Available for Treatment and : 
ELECTRIC SHOCK THERAPY OCCUPATIONAL Management of Problems in ; 
INSULIN THERAPY THERAPY Neuropsychiatry t 
PSYCHOTHERAPY DIETETICS 
PHYSIO AND HYDRO BASAL METABOLISM 
THERAPY CLINICAL LABORATORY ESTABLISHED 1902 


HIGHLAND HOSPITAL, INC. ~ North Carolina 


Affiliated with Duke University 


A non-profit psychiatric institution, & 
offering modern diagnostic and treat- 
ment procedures—insulin, electro- 
shock, psychotherapy, occupational 
and recreational therapy—for nerv- 
ous and mental disorders. iy 


The Hospital is located in a sixty- 
acre park, amid the scenic beauties 
of the Smoky Mountain Range of 
Western North Carolina, affording 
exceptional opportunity for physical 
and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers 
diagnostic services and therapeutic 
treatment for selected cases desiring 
non-resident care. 


R. CHARMAN CARROLL, M.D. 
Diplomate in Psychiatry 
Medical Director 


ROBT. L. CRAIG, M.D. 
Diplomate in Neurology and 


Psychiatry 
Associate Director 
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DR. WILLIAM B. TERHUNE and 
THE SILVER HILL FOUNDATION 


Announce: 


FELLOWSHIP APPOINTMENT FOR YOUNG PHYSICIAN INTER- 
ESTED IN PSYCHIATRY, PARTICULARLY IN THE TREATMENT 
OF THE PSYCHONEUROSES 


Silver Hill is a psychotherapeutic unit for the treatment of the functional nervous 
disordet (the psvchoneurose psvel omatic disturbance ind ocial psychiatric 
disorders). Patients treated are limited to a selected group of intelligent, educated 
cultivated people who can be helped. The setting that of a very comfortable country 
home devoid of sanatorium atmosphere. Methods are those employed successfully by 
the late Dr. Austen Fox Riggs, by whom several members of the Staff were trained 
Patients are under intensive re-educational treatment for a period of several weeks 

Only applicants with excellent educational and social background who wish to 
pecialize in the treatment of functional nervous disorders will be considered 

Generous compensation and opportunitir fo ermanent appointment available 


APPLY TO: Dr. Wittiam B. Teruune, Medical Director, New Canaan. Connecticut 
Associates: Dr. FRANKLIN S. DuBots, Dr. Ropes B. Hiperx, Dt 
Dr. JoHN A. ATCHLEY, Dr. Witson G. SCANLON 


MarkvVIN G. PEARCE, 


THE PINEL FOUNDATION, INC. 


The Pinel Foundation, Incorporated, was ¢€5- 


tablished in 1948 as a non-profit organization 


for psychiatric treatment, training and research 


STAFF 


Cporce H. Attison, M. D 


Jeautitu tuatec everg 
Beautifully situated in the evergreen Puget 


Morton E. Bassan, M. D Sound area. Complete staff includes occupa- 
Francis S. Bossirr, M. D } 

94. tional therapists and recreational therapists, and 
otters a complete range of individualized mod- 


Gerry Hemerunn, M.D 
Lester Henperson, M. D 
Rocer C. Henpricks, M. D 


ern psychiatric care 


D. Horpemaker, M. D iplet le 
yw comple information write or t 

Witttam D, Horton, M.D clephone 

MANGHAM, M. D William D. Horton, M. D., Medical Director 


Wiruis L. Srracnan, M. D 
James Tutcxstun, M.D 
Rosert L. Wortnincron, M.D 


Chief of Staff 


Nove THE PINEL FOUNDATION, INC. 


fdvanced Environmental Treatment for Mental Illness 


2318 BALLINGER WAY GLADSTONE 0652 SEATTLE 55, WASHINGTON 
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HIGH POINT HOSPITAL 


PORT CHESTER, NEW YORK 
POrt Chester 5-4420 


High Point Hospital has as its chief aim the application of analytically oriented 
psychotherapy to every patient admitted. With this in mind, the attempt will be 
made to select from among prospective patients those who appear to be amenable to 
therapy based upon psychological insight. Psychotherapy will be given by the Direc- 
tor and an attending staff of psychoanalytically trained Psychiatrists, and the resident 
physicians who treat patients will be in the process of acquiring psychoanalytic train- 
ing. Other modes of therapy—occupational therapy, hydrotherapy, the shock thera- 
pies—will be consistently regarded as auxiliary to the principle objective of psycho- 
therapy. These aims stem from our belief that most nervous and mental illnesses 
evolve from disturbed interpersonal relationships, and that the healing process 
requires their investigation and repair. 


ALEXANDER GRALNICK, M.D., F.A.P.A.; Director 


WILLIAM V. SILVERBERG, M.D., F.A.P_A STEPHEN P. JEWETT, M.D 
Chief Consultant in Psychotherapy Chief Consultant in Clinical Psychiatry 


Attending Psychotherapists 


I. WM. BRILL, M.D DANIEL GOLDSTEIN, M.D., F.A.P_.A 
LEONARD FRANK, M.D STEPHEN KEMPSTER, M.D 
SYLVIA GENNIS, M.D SIMON NAGLER, M.D. 
LEONARD GOLD, MLD., F.A.P.A MERVYN SCHACHT, M.D 
LEATRICE S. SCHACHT, B.S., M.A CONSTANCE FRIED, R.N., M.A 
Psychologist J Director of Nursing 


School Calendar: Fall semester begins September 4, Parents’ Day November 19, 20, 21, Christmas Program 
December 20 


for children 


WITH EDUCATIONAL, EMOTIONAL OR SPEECH PROBLEMS 


The school programs are directed by an excellent staff of teachers 
in special education; a speech therapist, recreational and occupa- 
tional therapists; a clinical psychologist, and the school psychiatrist. 


A training center in special education for student teachers at the 
University of Michigan. Daily conferences attended by all teachers, 
therapists and the school psychiatrist. 


Complete reports sent to referring physician at end of each term. 
Licensed by the Department of Public Instruction. 


Registered by the A.M.A. Member American Hospital Association. 


The Ann Arbor School 


For catalog and information address Tue Reoisrrar, 1700 Broadway, Ann Arbor, Michigan 
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HALL-BROOKE 


\ modern psychiatric hospital in a 


non-institutional setting 


ihLicensed hy State of Connecticut) 


Dynamically-oriented psychother- 


apy 
Electro-coma 
Insulin full coma 


Occupational and Recreational 


therapy 
120 acre estate in Fairfield County 
Tactful segregation of psychotic, 
alcohol and addiction cases and 
psychoneurotic patients in sepa- 


rate buildings. 


fasteful Colonial decor 


RATES 


Begin at $85 All private rooms 
Write or telephone for full information 
Heme F. Jones, Business Manager Georce K. Prarr, M. D.. Medical Director 
New York City Office: 133 East S&th Street PLaza 5-2570 


Thursdays: 2-5 o clock 


HALL-BROOKE 


Greens Farms (Westport), Connecticut Phone: Westport 2-5105 


Only one hour from New York. Easily accessible jrom any part of Connecticut. 


XXVITI 


A private psychiatric 
sanatorium employ- 
ing modern diagnostic 
and treatment proce- 
dures—electro shock, 
insulin, psychother- 
apy, occupational and 
recreational therapy— 
for nervous and men- 
tal disorders and 
problems of addiction. 


Partial view of grounds showing Men's Administrative Build- 
ing, The Tower under which is the beauty shop, and several 
private cottages including Myrtle Cottage and Cedar Cottage, 


WESTBROOK SANATORIUM 


PAUL V. ANDERSON, M.D. JOHN R. SAUNDERS, M.D. 
Stoft: President Associate 
] REX BLANKINSHIP, M.D. THOMAS F. COATES, M.D. 
Medical Director Associate 


P.O. Box 1514 RICHMOND, VIRGINIA Phone 5-3245 


North Shore Health Resort 


on the shores of Lake Michigan 
WINNETKA, ILLINOIS 


NERVOUS and MENTAL DISORDERS 
ALCOHOLISM and DRUG ADDICTION 


Modern Methods of Treatment 


MODERATE RATES 


Established 1901 Fully Approved by the 
Licensed by State of Illinois American College of Surgeons 


SAMUEL LIEBMAN, M.S., M. D. 
Medical Director 


225 Sheridan Road Winnetka 6-0211 
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SAINT ALBANS SANATORIUM 


RADFORD, VIRGINIA 


i 


} 


and treatment 


Therapy 


{ private institution for the diagnosis and treatment of nervous and 
mental disease, alcoholism and those requiring general up-building. 
J]. K. Morrow, M M ID. 1.¢ M.D 
Twenty minutes from Times Sq Brow d Bronaz 
, Astoria, L. I1., New York City 


Ditmars Blvd. and Kindred Street 


Modern facilities for the thorough Treatment of 
Nervous, Mental, and Alcoholic Patients 
Landscaped twelve acre Park. Thorough study Also the 
Competent Medical Staff. Mod . 
ern and completely equipped Pull cooperation Belle Mead Sanatorium 
with referring Physicians. Facilities for Shock = Belle Mead, N. J. ; 
Modern Attractive Proper Cl : 
_— WER RATES 
RARRISON, MD. MASON PITMAN, M.D., Medical Director 
San. Phone—Belle Mead 
N. Y. City Phone 
AStoria 8-0820 


Physician in Charge 


Phone 
AStoria 8-0820 
JOHN C. KINDRED, M.D., Consultant 
XXX 


J. P. Kine 
i 


CHESTNUT LODGE 


DEXTER M. BULLAR M.D FRIEDA FROMM-REICHMANN, M.D 


Vedical Direct Super or of Psychotherapy 
ROBERT A COHEN. M.D DAVID Meck. RIOCH, M.D 
Clinical Director Director of Research 
MARVIN L. ADLAND, M.D EDWARD J. STIEGLITZ, M.D 
Clinical Adn trator Internist (Geriatrics) 
ASSOCIATES 
JOSEPH W. Coxe, M.D. Rospert G. Kvarnes, M.D I. Treprow, M.D. 
JaRL E. Dyrup, M.D ALBERTA B. Szarira, M. D Mary J. Wuire, M.D. 
STANLEY H. ExLprep, M.D Orro M.D. 
ROCKVILLE 


MARYLAND 


ON THE KRATZVILLE ROAD 
EVANSVILLE INDIANA 


A PRIVATE HOSPITAL 
FOR THE TREATMENT OF PATIENTS SUFFERING FROM NERVOUS AND MENTAL 
DISORDERS, ALCOHOLISM AND DRUG ADDICTION. SEPARATE BUILDINGS FOR 
DISTURBED AND CONVALESCENT PATIENTS. NEW DIAGNOSTIC-TREATMENT 
BUILDING AIR-CONDITIONED THE YEAR ROUND. 
Hydrotherapy + Clinical Laboratory + EKG and BMR ne 
Stereoscopic X-Ray + Equipped for Surgery + Electr 
ALBERT J. CREVELLO, M. D. 

Diplomate, American Board of Psychiatry and Neurology, Inc. 
Medical Director 


grapr 


‘CLEARVIEW 


COMPTON SANITARIUM 


820 West Compton Boulevard 
Compton, California 
NEwada 6-1185 


HIGH STANDARDS OF PSYCHIATRIC TREATMENT 


LAS CAMPANAS HOSPITAL UNDER SAME MEDICAL 
DIRECTION 


Approved by the AMERICAN COLLEGE OF SURGEONS 


G. CRESWELL BURNS, M.D. 
PHILIP J. CUNNANE, M.D. Medical Director 


ew HELEN RISLOW BURNS, M.D. 


Assistant Medical Director 


Established in 1915 
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BALDPATE, INC. 


Georgetown, Mass. 


Geo. 2131—Boston Office Be.-2-3911 


Cre 


For the treatment of psychoneu- 


roses, personality disorders, psychoses, 


alcoholism and drug addiction. 


Psychotherapy is the basis of treat- 
ment; other methods such as shock 


therapy, malaria and fever box are 


used when indicated. 


ties. 


Occupation under a trained ther- 


apist, diversions and outdoor activi- 


G. M. M.D., Medical Director 


ROGERS 
MEMORIAL 
SANITARIUM 


OCONOMOWOC, WISCONSIN 


Located on Nashotah Lakes, 30 
miles west of Milwaukee, providing 
an ideal country environment, and 
the facilities for modern methods of 
therapy of the psychoneuroses, psy- 
chosomatic disorders, and other neu- 
rologic and psychiatric problems. 
Occupational therapy and_recrea- 
tional activities directed by trained 
personnel, 


Owen C. CLark, M.D 
Vedical Director 
CHARLES H. FEASLER, M. D 
Grorce H. Lourman, M.D 


HELEN MAInz, R.N. 
Director of Nurses 


Homewood is a fully equipped 200 bed Private 
Sanitarium with its over 90 acres of beautiful 
countryside situated at Guelph, Ontario, only 
sixty miles from Toronto. Nervous and mild 
mental disorders and also a limited number of 
suitable cases of long standing mental illness, 
habit cases and cases of senility are admitted. 
Under the direction of a staff of Psychiatric 
Specialists and Physicians, all modern methods 
of treatment are available including Psycho- 
therapy, Insulin, Electroshock and Electronar- 
cosis combined with fully up-to-date Physio- 
therapy, Occupational and Recreational ther- 
apy. Rates are from $56.00 to $75.00 per week 
which includes comfortable accommodation, 
meals, ordinary medicine and nursing care, 
ordinary laboratory procedures, physiotherapy, 
psychotherapy and occupational and _ recrea- 


Sa nilarium 


tional therapy. Write for illustrated BAUGH, M.D.CM., Medical Sues. 


THE HOMEWOOD SANITARIUM OF GUELPH, ONTARIO, LIMITED 


folder. 
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CLINICAL INTEGRATION 


STAFF 


through EDUCATION 
MEDICAL STAFF with THERAPY 


OF PENNSYLVANIA 


ONSIDERING the appalling number 

of neurotic, maladjusted adults in 

i our present society, the great hope for 

PSYCHOLOGICAL tomorrow is that a higher percentage of 

STAFF OF today’s children will achieve a better- 

PENNSYLVANIA balanced integration . . . raising, if only 

"Beater of tomareh by a little, the level of psychosexual 
maturity in the entire social order. 

Edward L. French, Ph.D. 


Pontes, When, in your practice, you see a 
. school-age patient in need of specialized 
PROFESSIONAL guidance and education, we invite you 


STAFF, DEVEREUX 
RANCH SCHOOL, to let us evaluate the potential outcome. 


CALIFORNIA When the intelligence is normal, but 
Jr. M.D. emotional disturbances are interfering 


Charles M. Campbell, 
Consulting Pediatrician 
with normal personality development— 

ivan A. McGuire, M.D. hampering the ability to learn—our ex- 


Consulting Prychiotr ist 


David L. 04.0. perienced staff will carefully study the 
details and offer a considered report. 


Please address your inquiries to: 
JOHN M. BARCLAY, Registrar 


Hetena T. DEVEREUX, Director 
SANTA BARBARA, CALIFORNIA « DEVON, PENNSYLVANIA 
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